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Executive  Summary 

In  the  United  States  today,  the  uninsured  have  a  greater  likelihood  of  diminished  health  status  and 
a  greater  reliance  on  more  costly  forms  of  health  care.  This  paper  will  explore  the  effects  of  recent 
policy  changes  on  health  care  for  the  uninsured.  It  will  also  examine  the  response  of  community 
health  centers  to  this  changing  funding  environment.  Finally,  the  paper  will  present 
recommendations  on  policy  work  and  participation  in  funding  and  delivery  systems  by  and  for 
community  health  centers. 

Several  studies  show  that  individuals  without  health  insurance  are  less  likely  to  have  a  medical 
home,  to  seek  preventive  health  care  and  to  be  able  to  pay  their  own  medical  expenses.  These 
conditions  of  the  uninsured  threaten  the  public  health  and  economic  stability  of  communities  with 
large  concentrations  of  the  uninsured  and  of  the  nation  as  a  whole.  This  environment  has  forced 
innovations  in  delivery  systems  and  policies  affecting  care  for  the  uninsured.  Many  government 
agencies,  policy  think  tanks,  private  organizations,  associations  and  community  health  centers  are 
working  to  find  solutions  to  increase  access  to  health  care  for  the  uninsured  in  order  to  protect  the 
health  and  economies  of  communities  and  the  nation.  This  paper  is  an  exploration  of  some  of  the 
innovations  in  policy,  advocacy  and  funding  to  support  access  to  health  care  for  the  uninsured.  It 
is  not  an  exhaustive  examination  of  the  dynamic  work  being  undertaken  in  this  area  today.  A 
Resource  Matrix  identifying  some  of  this  work  is  included  as  an  appendix  to  this  report. 

As  the  number  of  people  without  health  insurance  has  grown  dramatically  across  the  U.S.  in  recent 
years,  the  number  of  newly  uninsured  in  California  grew  by  approximately  50,000  each  month  in 
1997*.  Not  only  are  the  numbers  of  uninsured  climbing  at  incredible  rates  across  the  nation,  but 
the  systems  in  place  to  deliver  health  care  to  the  uninsured  are  being  threatened  by  a  combination 
of  changes  in  publicly  funded  health  insurance  programs,  eligibility  criteria  and  the  sharp  decrease 
in  public  health  care  dollars.  Community  health  centers  have,  for  the  past  four  decades,  worked 
to  ensure  linguistically,  culturally  and  geographically  accessible  health  care  for  the  uninsured.  This 
paper  explores  the  current  environment  for  community  health  center  systems  of  care  and 
innovations  in  the  funding  of  this  care  to  guarantee  continued  access  to  the  growing  number  of 
under  and  uninsured  in  Alameda  County,  California. 

The  recommendations  presented  here  include  the  need  for  community  health  centers  to  actively 
engage  in  the  formation  of  policy  affecting  health  care  for  the  uninsured  on  a  local,  state  and 
national  level.  Community  health  centers  must  also  find  ways  to  make  themselves  more 
marketable  within  a  managed  care  environment,  thus  ensuring  continued  sources  of  revenue. 

Funding  for  this  research  was  provided  by  a  grant  from  the  Office  of  Minority  Health  of  the  U.S. 
Department  of  Health  And  Human  Services.  This  paper  intends  to  inform  a  larger  five  year,  Kellogg 
Foundation  funded  project,  Community  Voices,  that  seeks  to  create  policies  and  a  practical 
insurance  model  for  uninsured  immigrant  families  in  Alameda  County,  California.  Community 
Voices  is  a  collaborative  effort  of  La  Clinica  de  La  Raza-  Fruitvale  Health  Project,  Inc.  (LCDLR)  and 
Asian  Health  Services  (AHS),  community  based  health  centers  in  Oakland,  California  and  the 
Community  Health  Center  Network  (CHCN),  a  management  service  organization  for  7  community 
health  centers  in  Alameda  County.  LCDLR  and  AHS  patient  populations  and  funding  sources  will 
be  described  to  further  illuminate  the  condition  of  community  health  centers  as  they  continue  to 
provide  care  to  the  uninsured  in  an  environment  of  restricted  federal  funding  and  an  increasing 
demand  for  their  services. 


*  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 
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I.  THE  PROBLEM:  Policies  Affecting  the  Rate  of  Uninsured,  An  Increasing  Number  of  Non- 
Elderly  (0-64  Years  of  Age)  Uninsured,  and  Threatened  Safety  Net  Providers. 

A.  Policies  Affecting  the  Rate  of  Uninsured  in  California 

Three  separate  policy  initiatives  recently  enacted  have  greatly  affected  access  to  health  care  for  the 
working  poor  and  immigrants  in  California.  First,  the  State  Department  of  Health  Services  Strategic 
Plan  (1993)  strengthened  the  presence  of  managed  care  operations  for  Medi-Cal,  the  state's 
Medicaid  program.  This  plan  required  twelve  additional  counties,  including  Alameda  County,  to 
participate  in  a  two-plan  model  of  Medi-Cal  managed  care  and  established  four  County  Organized 
Health  Systems  (COHS).  California's  two-plan  model  consists  of  one  publicly  funded  county  plan 
and  one  commercial  plan  implementing  Medi-Cal  managed  care  programs  in  each  participating 
county. 

There  are  two  major  concerns  with  the  strengthening  of  Medi-Cal  managed  care.  While  community 
health  centers  are  still  being  compensated  at  100%  cost  based  reimbursement  for  services  to  Medi- 
Cal  managed  care  patients,  there  is  a  threat  that  all  payments  to  Medi-Cal  managed  care  providers 
will  be  strictly  capitated  in  the  future,  resulting  in  a  loss  of  revenue  for  community  health  centers. 
Also,  community  health  centers  are  being  forced  to  compete  with  other  providers  for  Medi-Cal 
managed  care  clients.  These  changes  threaten  the  ability  of  community  health  centers  to  cover  the 
costs  of  care  for  those  clients  who  are  not  eligible  for  Medi-Cal  and  do  not  have  private  insurance. 

The  second  policy  initiative  was  California's  version  of  Welfare  Reform  which  has  had  major 
consequences  for  the  working  poor.  CalWORKs,  California  Work  Opportunity  and  Responsibility 
for  Kids,  enacted  in  1997,  made  significant  changes  to  assistance  programs,  focusing  on  creating 
work  opportunities,  strengthening  parental  responsibility,  limiting  benefits  to  five  consecutive  or  non- 
consecutive  years,  and  denying  access  to  benefits  for  most  future  immigrants  as  mandated  by 
Federal  Welfare  Reform,  The  Personal  Responsibility  and  Work  Opportunity  Reconciliation  Act  of 
1996.  These  changes  in  policy  have  the  greatest  immediate  impact  on  the  eligibility  of  new 
immigrants  for  public  health  insurance  programs.  Effects  in  coverage  levels  and  other  resulting 
impacts  of  these  policies  are  being  measured  by  many  agencies  and  organizations.  The  first  report 
revealing  numbers  of  people  losing  coverage  across  the  nation  due  to  the  implementation  of  welfare 
reform  was  recently  published  by  Families  U.S.A.  (See  Resource  Matrix.)  They  state  that  54%  of 
those  who  lost  Medicaid  during  the  first  year  of  welfare  reform  (  675,000  low-income  individuals) 
lost  this  coverage  as  a  direct  result  of  these  policies.  This  report  also  identifies  a  number  of  state 
studies  on  the  impact  of  welfare  reform.  These  studies  show  a  decrease  in  the  number  of  Medicaid 
eligibles  and  an  increase  in  the  number  of  improperly  terminated  Medicaid  eligibles. 

CalWORKS'  legislation  includes  a  mandate  for  the  University  of  California  (UC)  to  monitor  and 
evaluate  the  implementation  of  these  policies.  The  California  Policy  Research  Center  in  the  UC 
Office  of  the  President  created  the  Welfare  Policy  Research  Project  (WPRP)  to  conduct  this  work. 
WPRP  is  augmenting  its  research  by  supporting  other  efforts  to  calculate  the  effects  of  welfare 
reform  and  creating  a  clearinghouse  of  work  being  done  in  this  area.  WPRP  will  host  policy  making 
forums,  assess  data  needs  and  concerns  and  distribute  the  results  of  all  of  their  efforts.  The  Health 
Insurance  Policy  Program  (HIPP),  a  joint  effort  of  the  University  of  California  at  the  UC  Berkeley 
School  of  Public  Health  and  the  UCLA  Center  for  Health  Policy  Research  has  been  working  for  over 
three  years  "to  improve  the  health  of  people  in  California"  through  annual  assessments  of  health 
insurance  coverage  levels  and  policy  recommendations  to  expand  coverage  levels.  These 
researchers  credit  the  recent  increase  in  the  number  of  uninsured  in  California  to  a  decrease  in  the 
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percentage  of  those  eligible  for  and  covered  by  Medi-Cal  which,  they  say,  is  due  in  part  to  the 
implementation  of  welfare  reform  policies. 

A  third  blow  to  providers  of  the  uninsured  working  poor  came  with  the  enactment  of  the  1997 
Balanced  Budget  Act.  This  legislation  marks  an  end  to  federal  dollars  for  health  centers, 
eliminating  Federally  Qualified  Health  Center  (FQHC)  100%  cost  based  reimbursements  by  the  year 
2003.  It  restricts  significantly  federal  dollars  to  public  hospitals,  reducing  Disproportionate  Hospital 
Share  (DHS)  payments.  Eliminating  and  cutting  back  the  FQHC  and  DHS  payments,  as  well  as 
the  proliferation  of  Medi-Cal  managed  care  impacts  new  and  undocumented  immigrants'  access  to 
health  care  services  more  than  any  other  population  of  uninsured.  Community  Health  Centers  and 
other  traditional  safety  net  providers  have  relied  upon  these  federal  sources  of  revenue  to  offset  the 
uncompensated  costs  of  care  to  the  undocumented  and  other  uninsured  for  over  two  decades. 
Without  these  sources  of  revenue,  community  health  centers  and  hospitals  who  provide  most  of  the 
care  to  these  communities  across  the  nation  are  without  a  federal  safety  net.  California  will  likely 
see  state  revenue  replace  federal  funds;  however,  not  all  states  have  such  assurance  for  their 
community  health  centers  and  other  providers  of  last  resort. 

Many  organizations  are  studying  the  impact  of  Welfare  Reform  on  access  to  health  care  for  low- 
income  populations  across  the  nation.  (See  Resource  Matrix.)  One  recent  study  released  by  the  San 
Francisco  based  non-profit,  public  policy,  advocacy  institute  Latino  Issues  Forum  (LIF),  Beyond  a 
Culture  of  Fear:  How  Welfare  Reform  has  Failed  Immigrants  and  Public  Health  in  California,  is  a 
valuable  study  of  one  of  the  causes  and  the  impact  of  the  growing  problem  of  uninsurance  in 
California.  This  study  is  of  particular  importance  to  the  work  in  California  to  solve  the  problem  of  the 
high  rates  of  uninsurance  because  25%  of  California's  residents  are  born  outside  of  the  U.S.,  and 
they  make  up  38%  (2.5  million)  of  California's  uninsured.  This  report  emphasizes  the  following  ways 
in  which  Welfare  Reform  has  undermined  the  potential  of  public  insurance  to  cover  more  of 
California's  uninsured: 

Eliminating  eligibility  for  new  legal  immigrants,  emphasizing  an  anti-immigrant  sentiment 
•  Intimidating  eligible  immigrants  or  parents  of  eligible  children  by  threatening  them  with  a 
"public  charge"  determination,  categorizing  them  as  likely  to  become  dependent  upon  public 
assistance  programs,  jeopardizing  their  applications  for  citizenship  and  their  ability  to 
become  sponsors  of  new  immigrants 

Dissuading  new  applicants  from  applying  for  welfare  benefits  due  to  the  five  year  lifetime 
limit  on  benefits  without  assisting  them  with  Medi-Cal  applications 
Failing  to  enroll  more  than  10%  of  those  eligible  for  Transitional  Medi-Cal 

The  recently  enacted  reform  policies  have  created  significant  new  and  unique  problems  for 
immigrants  who  remain  qualified  for  public  coverage,  but  are  uninsured  due  to  fear  created  by  the 
anti-immigrant  sentiments  of  these  reforms  and  the  threat  of  a  "public  charge"  determination. 
Furthermore,  these  reforms  have  restricted  new  legal  immigrants'  access  to  public  assistance 
programs,  creating  additional  concerns  for  community  health  centers  whose  mission  will  continue 
to  be  to  provide  access  to  quality  health  care  for  all  of  the  uninsured. 

B.  The  Non-Elderly  (0-64  Years  of  Age)  Uninsured  in  California 

It  is  important  to  understand  who  the  uninsured  are  and  where  they  live  to  effectively  create 
programs  and  target  funds  to  expand  coverage  and  access  to  those  at  greatest  risk  for  uninsurance, 
diminished  health  status  and  reliance  on  public  assistance  for  medical  care.  Most  studies  focus  on 
the  non-elderly  uninsured  because  few  of  the  elderly  are  without  some  form  of  health  care 
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insurance.  There  is  a  societal  expectation  that  non-elderly,  working  age  adults  and  their  children 
should  be  able  to  provide  for  their  own  health  care  needs.  Because  they  are  unable  to  afford  health 
insurance,  many  families  are  increasingly  dependent  on  public  systems  emergency  health  care  and 
aid  for  chronic  conditions  rather  than  regular  preventive  care.  This  paper  describes  the  non-elderly 
uninsured,  illustrating  who  is  dependent  on  care  provided  by  threatened  community  health  centers. 
Most  of  the  following  information  on  the  uninsured  was  taken  directly  from  the  third  annual  Health 
Insurance  Policy  Program  (HIPP)  publication  The  State  of  Health  Insurance  in  California,  1998 
which  is  listed  as  a  resource  for  information  in  three  different  sections  of  the  appended  Resource 
Matrix. 

California's  rate  of  non-elderly  uninsured  greatly  exceeds  the  nation's  .  With  over  31  million 
residents,  California  has  the  largest  population  of  the  U.S.  states  with  over  31  million  residents,  and 
it  contains  20%  of  the  nation's  non-elderly  uninsured.  More  than  7  million  (24%)  of  California's  non- 
elderly  residents  are  uninsured.  HIPP  researchers  credit  some  of  the  increase  in  the  numbers  of 
uninsured  in  California  to  a  decrease  in  the  percentage  of  people  covered  by  the  state's  public 
health  insurance  program,  Medi-Cal.  Participation  fell  from  14%  in  1995  to  11.4%  in  1997. 
Researchers  speculate  this  decline  is  due  to  a  growing  California  economy  and  the  recent 
enactment  of  Welfare  Reform  measures. 


National,  State  and  County  Rates  of  Uninsurance  and  Job-based  Coverage,  0-64  Years  of  Age 

United  States 

California 

Alameda  County 

Uninsured 

17.3% 
N=  35.8  million 

23.8% 
N=  >  7  million 

between  1Q%-18% 
N=  140,000>252,000 

Job-based 

67.5% 
N=  139.5  million 

58.2% 
N=  >17  million 

between  69%-79% 
N=  966,0001, 106,000 

Total  Population 

206.7  million 

29.52  million 

1.4  million 

Source:  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 


While  Alameda  County  has  a  non-elderly  uninsured  rate  which  falls  between  1 0%  and  1 8%,  this  low 
overall  county  rate  can  obscure  high  rates  of  uninsurance  in  areas  of  the  County  where  community 
health  centers  are  located.  For  this  reason,  it  is  helpful  to  examine  rates  according  to  community 
defining  characteristics,  such  as  income  levels,  racial/ethnic  categories,  citizenship  status,  and 
employment  status. 


1.  Poverty  and  Insurance  Coverage 

Of  California's  non-elderly  residents,  40%  of  those  living 
at  or  below  100%  of  the  poverty  level  are  uninsured;  38% 
of  those  living  between  100%  and  200%  of  poverty  are 
without  insurance;  almost  25%  of  those  living  between 
200%  and  300%  of  the  federal  poverty  level  are 
uninsured;  and  9%  of  those  with  incomes  above  300%  of 
the  federal  poverty  level  are  without  insurance.  Of  the 
non-elderly  uninsured  in  California,  38%  are  poor,  32% 
are  nearly  poor,  and  14%  have  incomes  between  200% 
and  300%  of  the  poverty  level. 


Rates  of  Uninsurance  by  Poverty  Level 


:  300%  Poverty 


200%  >  300%  of  Poverty 


100%  >  200%  of  Poverty 


>  100%  of  Poverty 


0    5  10  15  20  25  30  35  40 
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Non-Elderly  Californians'  Rate  of  Uninsurance  and  Insurance  by  Poverty  Level 

Insurance  Category  (%  of  the  non- 
elderly  Californian  population) 

Poverty  Level 

<100% 

100%  <200% 

200%<  300% 

>300% 

Uninsured  (23.8%) 

40% 

38% 

24% 

9% 

Medi-Cal  &  Other  Public  (13.2%) 

36% 

12% 

3% 

<1% 

Job-Based  (58%) 

20% 

43% 

64% 

83% 

Private  (4.8%) 

2% 

3% 

7% 

6% 

Source:  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 


2.  Employment  and  Insurance  Coverage 

Families  with  less  than  a  full-time,  full-year  working  family  member  are  uninsured  at  rates  of 
approximately  33%.  One  out  of  nine  non-elderly  residents  is  in  a  family  where  no  one  works  for 
wages.  Individuals  in  these  families  receive  publicly  funded  health  insurance  for  low-income 
residents  at  more  than  twice  the  rate  of  any  other  category  of  employment  status.  Just  under  one 
half  of  those  in  non-working  families  receives  Medi-Cal. 


Non-Elderly  Californians'  Rate  of  Uninsurance  and  Insurance  By  Employment  Status* 

Insurance  Category 
(%  of  Non-elderly  Californians) 

'Employment  Status  of  the  Most  Employed  Family  Member 

Full-time 
Full-year 

Full-time 
Part-year 

Part-time 

Self- 
employed 

Non-working 

Uninsured  (23.8%) 

18% 

34% 

30% 

35% 

33% 

Medi-Cal  &  Other  Public  (13.2%) 

3% 

15% 

21% 

10% 

45% 

Job-Based  (58%) 

74% 

45% 

41% 

24% 

13% 

Private  (4.8%) 

18% 

4% 

7% 

28% 

5% 

Source:  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 


3.  Citizenship,  Ethnicity  and  Insurance  Coverage 

California  is  the  most  popular  destination  for  immigrants.  A  recent  article  in  the  Los  Angeles  Times, 
using  INS  figures,  reported  that  800,000  legal  immigrants  entered  the  U.S.  during  fiscal  year  1996- 
1997.  More  than  a  quarter  of  these  new  legal  immigrants  settled  in  California.  Estimates  are  that 
275,000  additional  people  immigrate  each  year  without  proper  documents.  California  is  home  to  at 
least  40%  of  these  immigrants.  While  immigrants  make  up  15%  of  the  U.S.  population,  one  in  four 
Californians  is  foreign  born,  and  one  in  six  Californians  is  a  non-citizen.  According  to  the  Center  for 
Immigration  Studies,  42%  of  California  families  with  school  age  children  have  at  least  one 
immigrant  family  member. 

As  evident  in  the  following  tables,  non-citizens  and  minorities  experience  a  greater  rate  of  uninsured, 
a  lower  rate  of  employer  sponsored  coverage,  and  do  not  qualify  for  or  accept  employer  sponsored 
coverage  as  frequently.  They  rely  more  heavily  on  traditional  safety  net  providers,  go  without 
primary  or  preventive  health  care  and  seek  care  from  emergency  rooms  and  other  providers  after 
the  onset  of  more  expensive  and  chronic  conditions  at  a  greater  rate  than  foreign  born  and  U.S. 
born  citizens  and  non-Latino  Whites. 
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Californians',  Ages  0-64,  Insurance  Coverage  by  Citizenship  Status  and  Ethnicity 

Citizenship  Status 

Ethnicity 

Non-Citizen 

Naturalized 
Citizen 

U.S.-born 
Citizen 

Latino 

Asian 

African 
American 

Non-Latino 
White 

Uninsured 

49% 

24% 

18% 

38% 

24% 

19% 

15% 

Medi-Cal 

11% 

6% 

12% 

18% 

9% 

18% 

6% 

Job-Based 

35% 

62% 

63% 

42% 

58% 

56% 

69% 

Private 

4% 

6% 

5% 

1% 

6% 

4% 

7% 

Source:  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 


Californians',  Ages  0-64,  Employment-Based  Insurance  Coverage  by  Citizenship  Status  and  Ethnicity 

Citizenship  Status 

Ethnicity 

Non- 
Citizen 

Naturalized 
Citizen 

U.S.-born 
Citizen 

Latino 

Asian 

African 
American 

Non-Latino 
White 

Accepts  (61  %) 

41.4% 

64.4% 

66.6% 

49% 

63.2% 

64.5% 

67.0% 

Did  Not  Accept  (10.2%) 

11% 

10.2% 

10.7% 

10.6% 

9.8% 

12.5% 

9.9% 

Not  Eligible  (7.6%) 

35% 

8.6% 

8.0% 

5.5% 

8.3% 

5.5% 

8.9% 

Not  Offered  (20.6%) 

8.5% 

16.8% 

14.7% 

34.9% 

18.8% 

17.5% 

14.2% 

Source:  Health  Insurance  Policy  Program,  The  State  of  Health  Insurance  in  California,  1998. 


C.  Erosion  of  the  Safety  Net:  Community  Health  Center  Care  for  the  Uninsured 

The  1 960's  War  on  Poverty  and  The  Great  Society  legislation  expanded  access  to  health  care  for 
the  uninsured  through  direct  funding  of  community  health  centers  with  the  dual  mission  of  providing 
health  care  to  the  underserved  and  jobs  to  the  economically  impoverished.  Today,  more  than  2300 
urban  and  rural  communities  are  served  by  nearly  1000  community  health  centers.  These 
community  health  centers  provide  care  to  4.5  million  low-income  children  and  7  million  members  of 
minority  communities.  AHS  and  LCDLR  are  examples  of  community  health  center  systems 
managing  the  costs  of  uncompensated  care,  delivering  primary  and  preventive  care  to  a  substantial 
number  of  low-income,  minority,  uninsured  individuals  in  urban  Alameda  County,  California.  They 
serve  primarily  those  living  on  incomes  that  fall  below  the  poverty  level,  targeting  underserved  ethnic 
minority  populations  who  have  low  rates  of  insurance. 


Asian  and  LCDLR  Patient  Insurance  Coverage 

Payor  Source 

AHS  Patients  * 

LCDLR  Patients" 

Self-Pay/Uninsured 

41% 

69% 

Medi-Cal 

40% 

24% 

Medicare 

16% 

3% 

Private  Insurance 

3% 

4% 

*  1997-1998  Agency  Annual  Audited  Financial  Statements 


1998  BCRR  Tabulations 
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AHS  Patient  Ethnicity 


]  Chinese  64% 

|  j  Vietnamese  10% 

[J  Chinese/Vietnamese 

jjH  Korean  5% 

B  Cambodian  3% 

H  Filipino  3% 

|§  Mien  2% 

|  Laotian  1% 

■  Other  4% 


LCDLR  Patient  Ethnicity 


Hispanic  84% 
African  American  6% 
Asian  Pacific  Islander  9% 
■    White  1% 
Other  2% 


Fiscal  Year  1997-98 


UDS  Report,  Calendar  Year  1998 


AHS  and  LCDLR  Patient  Population  by  Level  of  Poverty 

<  100%  of  Poverty 

100%-200%of  Poverty 

>  200%  of  Poverty 

AHS  (N  >  10,000)* 

68% 

29% 

2% 

LCDLR  (N=  12,976)** 

81% 

15% 

5% 

*  1997-1998  Agency  Annual  Audited  Financial  Statements 
**  1997  BCRR  Tabulations. 


While  1  in  8  Medicaid  beneficiaries  receives  care  at  community  health  centers,  1  in  7  low  income 
uninsured  persons  and  one  in  five  uninsured  children  are  served  by  these  health  centers. 
Community  health  centers  have  relied  upon  cost  shifting  techniques  and  grant  funding  to  cover  the 
cost  of  delivering  primary  and  preventive  health  care  to  the  uninsured  for  more  than  20  years.  From 
1990-1995,  expansions  in  Medicaid  eligibility  criteria  increased  the  number  of  individuals  covered 
by  Medicaid  by  nearly  50%,  strengthening  the  ability  of  community  health  centers  to  provide  care 
to  the  remaining  number  of  uninsured  in  need  of  health  care  services.  In  1996,  community  health 
centers  received  an  average  of  33%  of  their  funds  from  Medicaid  reimbursements,  29%  from  federal 
grants,  14%  from  state  and  local  grant  funding  and  the  rest  from  patient  payments,  private  insurance 
and  other  sources.'  AHS  and  LCDLR  continue  to  rely  heavily  on  these  funding  sources  today. 
Recent  changes  in  policy  at  the  national  and  state  levels  diminish  federal  grant  funding  streams  and 
the  promise  of  cost-based  public  insurance  reimbursement  funding  streams,  forcing  communities 
with  large  numbers  of  uninsured  to  create  new  sources  of  funding  to  cover  the  rising  costs  of 
uncompensated  care. 


'The  National  Association  of  Community  Health  Centers,  Inc.,  Access  to  Community  Health  Care 
A  National  and  State  Data  Book,  1998. 
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Asian  Health  Services  Funding  Sources  1998 


[_]  County  Funds  10% 

|  Federal  Funds  15% 

|   j  Earned  Income  59% 

[J  Donations  7% 

G  State  Funds  4% 

|  Misc.  Income  3% 

|  Foundation  Grants  2% 

Fiscal  Year  1997-1998 


La  Cllnica  de  La  Raza  Funding  Sources  1998 


B    County  Funds  19% 

IH    Federal  Funds  19% 

|    |    Public  Third  Party  Sources  39% 

H    Patient  Self  Pay  7% 
State  Funds  5% 
Misc.  Income  8% 
Foundation  Grants  2% 

Fiscal  Year  1997-98 


II .  Funding  Limitations  and  Access  Barriers 
A.  Health  Care  Funding  Sources  and  Systems 

Direct  federal  funds  supporting  community  health  centers  and  other  safety  net  providers  are  being 
cut  at  the  same  time  public  insurance  coverage  is  being  restricted.  More  and  more  families  are 
losing  health  care  coverage  and  finding  themselves  unable  to  access  relied  upon  sources  of  health 
care.  As  a  result,  these  families  will  turn  to  safety  net  providers.  Community  health  centers  are 
working  with  other  providers  and  advocates  to  expand  current  funding  sources  as  well  as  to  create 
new  funding  streams  to  support  continued  access  to  care  for  the  uninsured.  In  order  to  understand 
all  of  the  actions  advocates  are  taking,  it  is  helpful  to  define  the  funding  sources  and  structures  they 
are  pursuing.  Funding  of  care  for  the  uninsured  is  tied  to  all  other  health  care  delivery  and  payor 
systems.  There  are  only  four  major  sources  of  revenue  for  health  care  systems  and  providers: 
individual  contributions,  employer  contributions,  foundation  funds  and  government  funds.  However, 
these  funds  are  collected  and  distributed  to  health  care  providers  for  direct  service  delivery  through 
a  complex  web  of  public  and  private  systems. 

Publicly  funded  health  care  and  insurance  coverage  are  difficult  even  for  seasoned  minds  to 
understand.  Even  the  definition  of  who  is  insured  is  subject  to  debate.  A  senior  economist  on 
several  California  state  commissions,  acting  as  an  advisor  to  the  commission  overseeing  the  state's 
budget  allocations,  asked  quietly  at  an  Insure  the  Uninsured  Conference  in  Sacramento,  California 
recently,  "what  is  the  difference  between  the  uninsured  and  those  receiving  Medicaid?"  In  fact, 
several  surveys  and  focus  groups  recently  discovered  that  Medicaid  recipients  often  think  of  and 
identify  themselves  as  uninsured  while  those  involved  in  health  care  delivery  systems  clearly 
understand  these  individuals  to  be  covered  by  public  insurance.  In  order  to  understand  what  best 
strategies  to  employ  to  expand  coverage  and  access  to  care  for  the  uninsured,  it  is  necessary  to 
look  at  how  money  is  currently  being  distributed  to  support  this  population.  In  the  following  table, 
contributions  are  tracked  from  payors  and  payments  to  recipients  and  how  they  distribute  these 
funds  to  health  care  providers. 
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How  Funds  Are  Collected  For  Health  Care  And  Distributed  To  Health  Care  Providers 

Payors 

Payments 

Recipients 

Use  of  Funds 

Documented  workers 
Consumers 
Property  Owners 
Documented  business  owners 

Individuals  &  corporations  with 
funds  available  &  desire  to  give 

Those  with  health  insurance 
Employers  w/  employee  coverage 
Insured  seeking  care 
Insured  &  uninsured  seeking  care 

Income  tax 
Sales  tax 
Property  tax 
Business  taxes 

Charitable 
contributions 

Insurance  premiums 
Employer  contributions 
Co-payments 
Out-of  pocket 

Government 
Government 
Government 
Government 

Providers  & 
Foundations 

Insurance  Co. 
Insurance  Co. 
Providers 
Providers 

Grants  to  providers  as  direct 
payment  for  care,  to  support 
delivery  systems,  research.  & 
public  insurance  programs. 

Direct  service  grant  awards  & 
health  insurance  funding. 

Provider  payments,  R  &D  & 
investor  dividends 
Provider  payments 
Provider  payments 

B.  Barriers  to  Coverage 

Barriers  to  coverage  affect  individuals',  families'  and  employers'  efforts  to  purchase  health 
insurance.  They  can  keep  people  out  of  coverage  entirely.  They  include  issues  of  affordability, 
eligibility,  desirability  and  accessibility  of  insurance.  Affordability  is  determined  by  income. 
Eligibility  is  determined  by  age,  income  and  immigrant  status.  Desirability  is  determined  by  the 
appeal  of  the  health  insurance  product.  Accessibility  is  determined  by  the  effectiveness  of 
promotion,  outreach,  enrollment  and  implementation  efforts.  Accessibility  is  also  related  to  cultural 
and  linguistic  competence,  as  well  as  geographic  location  of  services  offered  by  health  insurance. 

Families  with  equal  revenue  and  expenses  are  insured  at  different  rates  and  levels,  by  different 
programs  and  products  and  for  different  lengths  of  time.  Individuals  who  are  low-income,  people 
of  color  or  immigrants  participate  in  insurance  programs  less  frequently  than  those  who  are  not  low- 
income  and  who  are  Caucasians  or  citizens.  Some  groups  of  people  encounter  more  barriers  than 
others,  and  some  populations  have  a  greater  problem  overcoming  barriers.  A  great  deal  of 
research  and  work  continues  to  be  performed  to  isolate  specific  barriers  to  population  participation 
and  program  participation. 


III.  Efforts  to  Increase  Rates  of  Coverage 
A.  Removing  Barriers 

Public  and  private  funds  are  being  used  to  identify  and  remove  barriers  to  coverage  to  increase  the 
number  of  low-income  individuals  and  families  connected  to  private  and  public  insurance. 
Overcoming  barriers  and  increasing  enrollment  in  health  insurance  involves  working  with  a  web  of 
policies,  politics,  priorities  and  practical  models.  Each  state  is  developing  its  own  process  and 
priorities.  In  each  state  and  at  the  national  level,  policies  are  being  recommended  and  practical 
models  tested  to  remove  barriers  and  increase  coverage  among  the  uninsured. 

Oregon,  famous  for  its  health  care  "rationing  system",  maintains  a  list  of  services  covered  by  the 
state's  Medicaid  program  which  grows  and  shrinks  depending  on  the  amount  of  money  available 
to  cover  public  insurance  payments.  However  confusing  and  annoying  the  changing  package  is 
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for  Oregon  residents  and  health  care  providers,  for  now  they  agree  on  a  system  of  sharing  an 
affordable  burden  of  services  identified  by  residents  for  residents  in  need  of  assistance  with 
medical  care  payments.  Oregon  recently  collected  over  2,000  opinions  from  community  meetings 
held  across  the  state  to  inform  the  state's  government  of  the  values  decision  makers  should 
consider  when  determining  who  should  pay  for  health  care  in  Oregon.  Inmates,  Rotarians,  health 
insurance  brokers  and  immigrants  were  all  asked  for  their  input.  This  input  supported  decision 
makers'  efforts  to  create  a  subsidized  insurance  package  called  FHIAP,  the  Family  Health 
Insurance  Access  Plan.  This  program  supports  workers'  efforts  to  purchase  private  health  care 
insurance  for  themselves  and  their  dependents.  It  is  not  available  to  undocumented  workers. 

Efforts  across  the  nation  among  policy  leaders  and  advocates  to  increase  coverage  levels  are 
primarily  focused  on  availability  of  coverage  for  children  and  working  citizen  and  legal  resident 
families.  Child  advocates  have  increased  success  of  putting  kids  first  due  to  the  effectiveness  of 
arguments  claiming  the  protection  of  economic  and  physical  health  of  communities  through 
preventive  care  for  children,  as  well  as  the  argument  that  children  are  not  responsible  for  their  lack 
of  insurance  coverage.  Insurance  coverage  rates  are  highest  where  job-based  coverage  is 
highest;  this  association  promotes  efforts  to  increase  employer  based  coverage.  However,  the 
challenges  facing  efforts  to  expand  employer  sponsored  health  insurance  are  clear  and  remarkably 
similar  to  the  general  barriers  for  the  low-income  underserved  uninsured.  Working  families  are 
without  health  insurance  because  work  connected  benefits  are  unaffordable,  unavailable,  or 
individuals  and  families  are  not  eligible  for  these  benefits. 


Affordability 

Access  Barriers 

Solutions 

Insurance 
Affordable 

Uninsured  due  to 
lack  of... 

Attractive  options 

Enhance  appeal  of  options 

Effective  outreach  &  enrollment  efforts 

Improve  outreach  &  enrollment 

Insurance 
Unaffordable 

Ineligible  for  public 
insurance  due  to... 

Income  Limits 
Immigrant  Status 

Expanded  Income  limitations 
Expanded  Immigrant  eligibility 

Eligible  for  public 
insurance  but  not 
covered  due  to  lack 
of... 

Attractive  options: 
Stigma  with  assistance, 
Fear  of  public  charge, 
Interrupted  eligibility, 
Kids  in  different  programs 

Enhance  appeal  of  programs 
Promote  insurance  of  all  kinds 
Promote  public  charge  definition 
Streamline  eligibility 
Streamline  benefits 

Effective  outreach  &  enrollment 
Welfare  reform  policies 

Improve  access  to  programs 
Correct  unintended  reform  effects 

B.  Increasing  Coverage 
1 .  Affordability 

Established  public  health  insurance  products  are  expanding  and  new  public  programs  are  being 
created  to  assist  low-income  individuals  in  overcoming  affordability  barriers  to  coverage.  Lower 
cost,  bare  boned  insurance  products  and  discounted  service  packages  are  being  developed  in  the 
private  industry,  and  public  and  private  organizations  are  joining  forces  and  soloing  on  sponsored, 
heavily  subsidized  insurance  products  for  the  low-income  working  poor. 
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2.  Eligibility 

Income  limiting  eligibility  requirements  are  being  expanded.  New  federal  dollars  for  child  health 
insurance  coverage  is  helping  states  cover  more  uninsured  children.  Also,  work  is  being  done  to 
eliminate  date  of  entry  requirements  and  sponsorship  and  deeming  limitations,  affecting  immigrant 
eligibility  for  assistance  with  health  care  coverage. 

3.  Appeal 

In  order  to  increase  the  appeal  of  different  health  care  coverage  programs  and  products  among 
the  low-income  uninsured,  the  concerns  of  different  groups  are  being  evaluated  and  addressed. 
Public  health  benefits  need  an  image  overhaul  to  remove  the  stigma,  confusion  and  mistrust  of 
assistance  insurance  products.  With  recent  clarification  from  the  U.S.  Department  of  Health  and 
Human  Services  that  the  use  of  public  health  care  coverage  and  other  critical  service  benefits  for 
the  working  poor  will  not  be  considered  when  making  public  charge  determinations,  there  is  need 
of  clear,  consistent  and  far  reaching  communication  about  this  correction.  Interrupted  eligibility, 
family  member  separation,  different  benefits  and  different  providers  for  members  of  the  same 
household,  this  reality  and  reputation  of  assistance  programs  limit  participation  by  affecting  the 
appeal  of  affordable  and  available  coverage. 

4.  Access 

Marketing  efforts,  including  research  and  promotion  of  coverage  in  both  the  private  and  public 
markets,  aim  to  impact  coverage  levels  by  increasing  the  attractiveness  and  visibility  of  available 
private  and  public  products  and  programs.  Eligible  individuals  and  families  who  can  afford  to 
contribute  their  own  dollars  for  health  care  coverage  are  stopped  in  their  efforts  to  enroll  in  a 
program  by  other  access  barriers. 

Language  and  cultural  accessibility  standards  are  being  advocated  for  to  limit  these  barriers  that 
threaten  an  individual's  or  families'  progress  in  enrolling  in  or  purchasing  some  form  of  coverage. 
Safety  net  providers  and  advocates  for  the  uninsured  are  attempting  to  create  industry  standards 
to  eliminate  these  barriers  to  coverage. 

Accessing  programs  for  which  one  is  qualified  often  is  difficult.  Uncovering  details  which  qualify 
someone  for  a  program  is  often  difficult.  Application  and  enrollment  processes  are  often  long  and 
confusing.  For  these  reasons,  advocates  are  taking  active  roles  to  make  connections  between 
individuals  and  health  care  coverage  for  which  they  qualify  and  helping  them  access  this  coverage 
by  guiding  them  through  paperwork  and  other  enrollment  and  orientation  processes.  In  San  Diego, 
Consumer  Center  for  Health  Education  and  Advocacy  is  playing  this  role,  connecting  individuals  in 
need  of  assistance  with  programs  for  which  they  qualify  and  getting  much  needed  publicity  for 
playing  this  role  and  impacting  access  to  coverage. 

C.  Categories  of  Policy  Recommendations  and  Expansion  Efforts  by  Funding  Source 

The  following  section  presents  categories  and  examples  of  policy  recommendations  and  current 
efforts  to  increase  health  care  coverage.  This  work  is  arranged  by  six  health  care  funding 
mechanisms  used  to  organized  and  support  health  care  delivery  systems  and  providers. 
The  policy  recommendations  were  gleaned  most  heavily  from  three  California  based,  public  policy 
focused  organizations  and  their  most  recent  evaluations  of  progressive  policy:  Latino  Issues 
Forum's  Beyond  a  Culture  of  Fear:  How  Welfare  Reform  has  Failed  Immigrants,  and  Public  Health 
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in  California,  the  Health  Insurance  Policy  Program's  The  State  of  Health  Insurance  in  California, 
1998.,  and  the  Insure  the  Uninsured  Project  1999  Conference  materials,  Building  Coverage  forthe 
Millennium. 

1.  Private  insurance-  private  insurance  company  and  foundation  sponsored  coverage 
reimbursements  to  providers  for  care  to  their  insured  clients  for  the  services  covered 
in  their  plan. 

Policy  Recommendations 
Affordability 

►  Institute  incentive  tax  credits  for  individual  insurance  purchasers. 

►  Create  greater  tax  incentives  for  business  owners  to  contribute  to  the  cost  of  employee 
health  insurance  benefits. 

►  Correct  the  adverse  affects  of  state  and  federal  mandates  on  insurance  participation  among 
small  business  employers,  individuals  and  brokers  in  these  markets. 

Eligibility 

►  Expand  eligibility  for  insurance  pools  to  include  small  businesses  with  between  1  and  100 
employees. 

Remove  date  of  incorporation  limits  on  associations  applying  for  the  ability  to  work  with  small 
businesses  to  pool  insurance  purchasing  efforts  to  minimally  decrease  the  costs  of  coverage 
and  vastly  increase  the  variety  of  insurance  options  available  to  purchasing  businesses  and 
employees. 

►  Remove  the  barriers  preventing  employers  from  offering  and  provide  health  care  coverage 
to  undocumented  employees. 

Efforts  to  Increase  Private  Coverage 
Affordability: 

►  Develop  new,  low  cost,  limited  benefit  products  and  discounted  packages  of  services  with 
premiums,  co-payments  and  no  maximum  annual  spending  limit  cost-sharing 
responsibilities  of  participants. 

Ex.  Aetna  Inc.  recently  launched  a  low  cost,  employer  connected,  limited  benefit  package  in 
three  states,  working  to  expand  this  coverage  across  the  U.S.. 

Ex.  The  BodyGuard  Card,  a  discount  card  with  an  annual  membership  cost  providing 
members  with  access  to  discounted  services  from  associated  providers'  services,  including 
chiropractic  care,  dental  care,  acupuncture  providers  and  discounted  prescriptions. 

►  Develop  community  health  center  driven  low-cost  insurance  products  for  small  business 
employers  to  bring  employees  into  care  through  employers  in  order  to  attract  healthy 
members  and  bring  those  with  special  health  care  needs  at  a  lower  cost. 

Ex.  Community  Health  Group  in  San  Diego  is  bringing  small  employer  groups  into  coverage 
slightly  above  Medicaid  reimbursement  rates. 

Appeal: 

►  Develop  health  insurance  pools  to  increase  the  variety  of  insurance  options  available  to 
small  business  employers  and  their  employees. 

Ex.  In  California,  the  Health  Insurance  Purchasing  Coalition,  HIPC,  has  recently  converted 
from  a  public  to  a  private  business  operation. 
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Access: 

►  Evaluate  marketing  strategies  and  implement  changes  to  attract  more  individuals  who  can 
afford  available  low-cost  insurance  options. 

Ex.      Kaiser  Permanente  is  funding  market  research  studies  to  improve  the  knowledge  level 

of  the  uninsured  about  available  and  affordable  products. 
Ex.      Community  Health  Group,  a  community  health  center  driven  managed  care  organization 

with  a  small  employer  coverage  arm  in  San  Diego,  is  conducting  research  and  testing 

materials  as  it  brings  employers  and  employees  into  coverage. 

►  Produce  new  information,  referral  and  brokering  resources  to  assist  small  business 
employers  and  individuals  in  finding,  purchasing  and  enrolling  in  attractive  and  affordable 
packages  of  health  care  coverage. 

Ex.      The  website  www.4healthinsurance.com  provides  consumer  information  and  plan 

information  for  interested  consumers. 
Ex.      Online  brokering  of  health  insurance  exists.  One  of  the  new  website  brokering  sites  is 

www.ehealthinsurance.com. 
Ex.      The  Health  Insurance  Guide  for  Business  Owners  manages  an  information  and 

'resource  website  at  www.hiaa.org/consumerinfo/guidebo.html,  preparing  small  business 

employers  to  purchase  health  insurance  which  meets  their  unique  needs  by  assisting 

with  the  terms,  elements  and  concepts  of  coverage. 

2.  Public  insurance-  public  organizations,  federal,  state  and  local  governments 
reimburse  eligible  providers  for  the  covered  services  delivered  to  individuals  who 
qualify  and  are  enrolled  in  public  insurance  programs. 

Policy  Recommendations 
Affordability 

►  Limit  co-payment  and  premium  payments  for  the  low-income  cost  sharing  participants  in 
public  programs. 

►  Set  caps  on  total  out-of-pocket  expenses  for  Medicaid  recipients. 

►  Eliminate  cost  sharing  on  preventive  care,  non-emergent  care  in  emergency  rooms. 

►  Eliminate  cost  sharing  collection  agency  reporting. 

Eligibility 

►  Remove  immigration  status  limitations  to  qualifying  new  immigrant  children  from  low-income 
health  care  and  critical  service  benefits. 

►  Remove  all  anti-immigration  limitations  on  eligibility  for  participation  in  areas  of  public  health 
care  coverage. 

►  Increase  income  eligibility  limits  for  public  programs  of  coverage  to  include  all  individuals 
and  families  unable  to  participate  in  assistance  programs  due  to  low  income  limits  who 
cannot  purchase  health  insurance  without  assistance. 

Appeal 

►  Employ  outreach  efforts  to  deliver  the  clear  and  uninterrupted  message  that  health  care 
benefits  and  other  critical  care  services  are  not  counted  when  making  public  charge 
determinations  to  bring  qualified  immigrants  and  their  children  into  available  programs. 

►  Implement  policies  of  a  minimum  of  one  year  continuous  coverage  for  Medicaid  enrollees. 
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Access 

►  Assure  access  to  Transitional  Medi-Cal  (TMC)  for  up  to  two  years  following  the  onset  of 
employment  for  those  leaving  welfare  whose  employer  does  not  provide  them  with  access 
to  health  care. 

►  Separate  Medi-Cal  participation  from  welfare  programs,  to  ensure  welfare  reforms  will  not 
inhibit  outreach  to  and  enrollment  of  eligible  individuals  into  health  care  coverage. 

►  Leave  unused  new  federal  dollars  allocated  to  states  for  child  health  care  coverage  with 
states  to  give  them  the  opportunity  to  learn  from  their  missteps  and  improve  coverage. 

►  Streamline  enrollment  into  public  programs. 

Efforts  to  Increase  Public  Coverage 
Eligibility 

►  Increase  income  limitations  on  Medicaid  eligibility  requirements. 

►  Expand  coverage  in  existing  Medicaid  programs  or  creating  new  programs  to  target  new 
eligible  children  with  a  more  basic  service  package  along  the  lines  of  the  federally  funded 
State  Child  Health  Insurance  Program  (SCHIP)  coverage  guidelines. 

Appeal 

►  Streamline  the  application  and  enrollment  processes  for  new  and  existing  programs. 

Ex.  California's  SCHIP  program,  Healthy  Families,  recently  responded  to  low  enrollment  by 
reducing  the  application  from  28  to  4  pages  in  length  and  providing  assistance  and 
instructions  from  more  enrollment  workers  in  more  accessible  locations  and  languages. 

►  Enroll  the  uninsured  into  programs  for  which  they  qualify,  simplifying  work  for  the  enrollee 
and  improving  the  appeal  and  access  of  the  enrollment  process. 

►  Station  advocates  and  enrollment  workers  where  the  uninsured  seek  care,  ie.  community 
health  centers. 

Access 

►  Implement  new  program  policies  to  combat  the  impact  of  welfare  reform  on  Medicaid 
enrollment. 

Ex.  The  U.S.  Department  of  Health  and  Human  Services  recently  released  new  guidance  to 
cash  assistance  and  Medicaid  program  administrators  in  Supporting  Families  in  Transition: 
A  Guide  to  Expanding  Health  Coverage  in  the  Post-Welfare  Reform  World,  directing  the 
programs  to  continue  to  enroll  eligible  individuals  into  Medicaid  and  SCHIP  programs 
regardless  of  their  action  with  cash  assistance  enrollment. 

►  Create  county  based,  publicly  funded  managed  systems  of  providers  and  care  to  manage 
the  costs  of  the  low-income  indigent  uninsured. 

Ex.  Hillsborough  County,  Florida  created  a  managed  care  organization  covering  the  health 
of  the  low-income  uninsured  in  the  county. 

3.  Private  grants-  charitable  organizations  and  foundations  fund  the  providers  of  low 
cost  or  no  cost  medical  services  to  the  low-  income,  underserved  uninsured. 

Policy  Recommendations 

►  Create  and  enforce  strict  state  community  benefit  guidelines  to  govern  the  conditions  of 
hospital  conversions  from  for  profit  entities  to  non  profit  to  ensure  continued  need  level 
support  to  provide  uncompensated  care. 
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Efforts  to  Increase  Grant  Funded  Coverage 
Affordability 

►  Heavily  subsidize  insurance  programs  to  bring  low-income  children  into  coverage. 

Ex.  San  Diego  California  Health  Care  Foundation  Pilot  subsidizing  Insurance  Purchases  for 
San  Diego  children  of  low-income  families  into  coverage  with  (FOCUS). 

Eligibility: 

►  Subsidize  low-income  individual's  efforts  to  participate  in  private  insurance  programs  who 
are  ineligible  for  public  assistance  due  to  income  and  immigration  criteria. 

Ex.  CaliforniaKids  Healthcare  Foundation,  created  by  Blue  Cross  and  supported  by  other 
foundations,  businesses  and  individuals,  provides  a  low-cost,  heavily  subsidized, 
comprehensive  coverage  package  for  children  in  low-income  homes  who  are  not  eligible 
for  public  insurance  programs.  CaliforniaKids  targets  kids  between  200-300%  of 
poverty,  immigrants  and  emancipating  foster  children  for  under  $40  per  month  per  child 
with  $5-$10  copayments. 

Ex.  'Five  hospitals  in  Orange  County,  California  are  pooling  resources  to  offer  an  insurance 
product  to  low-income  Orange  County  kids  without  immigration  status  limitations. 

Access 

►  Conduct  research  and  develop  new  methods  to  increase  the  awareness  level  of  the 
uninsured  about  affordable  insurance  options. 

Ex.  The  Artists'  Health  Insurance  Resource  Center,  supported  by  the  Actor's  Fund  at  www. 
actorsfund.org,  is  an  online  information  and  resource  system  for  low-cost  public  and 
private  health  insurance  options. 

4.  Public  grants-  public  organizations,  federal,  state  and  local  governments  fund  the 
provision  of  low  cost  or  no  cost  medical  services  to  the  low-income,  underserved 
uninsured. 

Policy  Recommendations 

►  Earmark  all  Tobacco  tax  revenue  for  health  care  funding  for  the  low-income  uninsured. 

►  Increase  public  support  to  those  providing  care  for  the  uninsured. 

Efforts  to  Increase  Coverage 

►  Continue  federal,  state  and  local  support  for  the  reliable  systems  of  care  delivery  by 
traditional  safety  net  providers  across  the  country. 

Joint  Efforts:  Private  and  Public  Funds 

Policy  Recommendations 
Affordability 

►  Implement  the  option  to  use  SCHIP  dollars  to  subsidize  individual  efforts  to  cover  families 
through  employers. 

►  Expand  eligibility  criteria  of  current  publicly  sponsored  programs  to  make  coverage 
affordable  for  more  individuals  and  families  unable  to  purchase  coverage  without 
assistance. 
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Access 

►  Establish  and  enforce  language  access  and  cultural  sensitivity  standards  for  all 
government  agencies,  contracts  and  sub-contracts. 

Appeal 

►  Increase  access  and  appeal  of  current  public  programs  by  streamlining  eligibility  and 
applications  that  currently  separate  programs.  Minimize  paperwork  and  documentation 
enrollment  requirements. 

Efforts  to  Increase  Coverage 
Affordability 

►  Combine  public  and  private  dollars  to  subsidize  efforts  of  individuals  and  families  to 
purchase  health  care  coverage  with  employers. 

Ex.  The  Access  to  Health  Project  in  St.  Louis,  Missouri  is  developing  a  system  of  subsidies 
to  enable  all  working  families  with  incomes  below  200%  of  the  federal  poverty  level  to 
purchase  health  care  coverage  by  the  year  2002. 

Ex.  Kaiser  Cares  For  Kids  in  California  has  been  awarded  public  funds  to  help  subsidized 
low-cost  insurance  product  for  kids,  under  $40  per  month  per  child  with  a  $5  to  $10  co- 
payment  for  a  comprehensive  coverage  package. 

►  Create  low-cost  insurance  products. 

Ex.  Alameda  Alliance  for  Health  plan  and  community  health  center  driven  Community  Voices 
project  are  pooling  dollars  to  create  a  low-cost  health  insurance  product  for  individuals,  not 
through  employers. 

Appeal 

►  Develop  products  which  are  appealing  to  individuals  who  cannot  afford  coverage  without 
public  assistance  and  are  put  off  by  the  idea  of  enrolling  in  public  assistance  programs. 

Ex.  Oregon  created  a  new  program  subsidizing  employee  efforts  to  purchase  health  care 
coverage  and  employers'  efforts  to  make  available  affordable  coverage.  A  driving  force 
behind  the  development  of  the  State's  Family  Health  Insurance  Assistance  Program  was 
the  need  to  increase  the  appeal  of  assistance  for  the  working  poor.  State  contributions 
are  hidden  to  co-workers  through  direct  employer  managed  contributions  to  programs 
offered  to  all  employees,  simply  increasing  the  purchasing  power  of  those  who  would 
otherwise  not  be  able  to  participate  in  coverage. 

►  Involve  immigrants  and  others  who  are  disproportionately  uninsured  and  underserved  in 
the  creation  of  new  insurance  products  to  best  serve  their  communities'  needs  and  wants. 

Ex.  LCDLR's  and  AHS'  Community  Voices  are  employing  outreach  workers  to  involve  members 
of  immigrant  and  other  uninsured  and  underserved  communities  in  the  development  of  new 
insurance  products  and  marketing  strategies. 

Access 

►  Form  coalitions  with  representatives  from  private  and  public  agencies  to  strategize 
improvements  in  outreach  and  enrollment  to  increase  participation  in  private  and  public 
insurance  products. 

Ex.  In  Alameda  County,  California,  several  coalitions  and  workgroups  with  private  and  public 
agency  representatives  meet  on  a  regular  basis  to  pool  resources  and  information  to 
develop  effective  tools  to  increase  coverage  levels  among  children  and  working  adults. 

►  Pool  city,  county  and  state  resources  to  improve  access  to  coverage. 

Ex.  In  St.  Louis,  barriers  are  being  identified  and  strategies  developed  to  increase  the 
effectiveness  of  outreach  and  enrollment  efforts  to  increase  access  to  coverage. 
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►  Form  coalitions  of  advocates  for  the  uninsured  to  impact  policy  to  expand  coverage  for  the 
uninsured. 

Ex.  LCDLR's  and  AHS'  Community  Voices  project  is  working  with  a  committee  of  advocates  to 
create  policy  changes  aimed  at  increasing  coverage  levels  among  the  uninsured. 

5.  Patient  Payments-  Direct  out  of  pocket  fees  or  co-payments  paid  to  providers  for 
care. 

Policy  Recommendations 
Affordability 

►  Limit  cost  barriers  by  establishing  co-payment  and  premium  limits  for  the  poor  and  near 
poor  and  low-income  individuals  with  chronic  conditions  requiring  frequent  office  visits. 

Efforts  to  Increase  Coverage 
Affordability 

►  Develop  a  primary  care  package  for  employees  and  dependents  where  the  employer  is  the 
guaranteed  payor. 

Ex.  LCDLR  is  working  with  an  employer  to  purchase  a  package  of  services  for  their  employees 
and  dependents  with  no  cost  to  the  employer  until  services  rendered. 

►  Expand  sliding  fee  scale  premium  participation  to  allow  greater  participation  in 
comprehensive  state  run  managed  coverage. 

Ex.  As  Oregon's  Medicaid  program,  ACCESS  expands  income  eligibility  limits,  premiums 
increase  for  those  at  higher  qualifying  income  levels,  supporting  increased  participation. 

6.  Free/  donated  care-  providers  donate  their  services,  facilities,  equipment,  supplies, 
pharmaceuticals  and  follow-up  care  needed  by  those  without  any  means  of 
purchasing  or  reimbursing  providers  for  care. 

Policy  Recommendations 
Access 

►  Remove  the  barriers  limiting  the  amount  of  uncompensated  care  donated  by  providers, 
such  as  the  limits  imposed  by  malpractice  insurance  costs  for  seeing  uninsured  clients. 

►  Provide  additional  funding  to  safety  net  providers  to  ensure  access  to  the  care  the  low 
income  underserved  uninsured  populations. 

»>  Disconnect  health  care  service  delivery  and  health  care  purchasing  power  through  a 
nationalized,  single  payor,  tax  supported  health  care  system  in  the  United  States. 

Efforts  to  Provide  Free  Coverage 
Access 

►  Develop  no  cost  health  insurance  programs  with  donated  office  visits,  pharmaceuticals, 
hospital  space,  surgeries  and  all  of  the  necessary  medical  equipment  and  follow  up  care 
for  those  in  need  of  a  continuum  of  care  without  charge. 

Ex.  Glendale  Unified  School  District  in  Los  Angeles  County  organized  area  clinics,  hospitals 
and  other  health  care  providers  to  pool  their  resources  and  offer  a  package  of  full 
spectrum  uncompensated  coverage  for  the  uninsured. 

Ex.      The  VIDA  Project,  located  in  the  San  Fernando  Valley  in  Los  Angeles  County, 
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California,  works  with  churches  to  identify  and  enroll  uninsured  families  into  a  no-cost-to- 
the-client  coordinated  system  of  care.  The  VI DA  Project  connects  these  enrolled  families 
into  a  free  system  of  health  care  coverage  through  a  network  of  community  health  centers, 
private  providers  and  local  hospitals  to  track  their  health  care  needs,  service  seeking 
behaviors,  and  satisfaction  with  services  and  systems  they  negotiate. 

►  Study  outreach  and  enrollment  strategies  to  increase  access  to  coverage  in  the  future 
from  a  coordinated  system  of  free  care. 

Ex.  The  VIDA  Project  effort  has  two  purposes.  The  first  is  to  increase  coverage  among  the 
low-income  uninsured.  The  second  is  to  study  the  pathways  to  private  and  public 
insurance  for  those  not  well-served  by  current  systems  of  care. 

IV.  Community  Health  Center  Highlights 

A.  Focus  of  Community  Health  Center  Work 

In  highlighting  the  functions  of  community  health  centers  and  making  recommendations  for  future 
actions,  it  is  important  to  keep  in  mind  the  focus  of  these  organizations.  There  remain  still  in  the 
United  States  huge  pockets  of  uninsured  populations.  These  people  compose  the  "communities" 
served  by  community  health  centers.  The  mission  of  community  health  centers  is  to  bring  into  care 
these  populations  that  would  otherwise  go  without. 

B.  Highlights  of  Community  Health  Center  Actions 

In  order  to  further  this  mission  of  providing  care  for  the  uninsured,  community  health  centers  are 
currently  engaging  in  a  number  of  actions. 

First,  community  health  centers  compete  for  managed  care  contracts,  working  with  existing 
networks  of  managed  care  organizations  and  developing  their  own  managed  care  organizations. 
San  Ysidro  Health  Center  in  San  Diego  incorporated  as  a  non-profit  organization  in  1982;  in  1986, 
were  licensed  to  created  a  prepaid  health  plan,  Community  Health  Group;  and  by  1998,  their 
Medicaid  managed  care  plan  covered  more  than  60,000  lives.  In  1996,  they  were  licensed  to  sell 
commercial  group  coverage,  and  this  year  they  will  investigate  the  role  of  third  party  administrator, 
pioneering  new  ways  to  secure  future  funding  for  continued  care  of  the  uninsured  in  San  Diego. 
Colorado  Access  is  a  not-for-profit  health  plan  started  by  two  hospitals  and  a  network  of  community 
health  centers.  The  network  of  community  health  centers  is  just  beginning  to  benefit  from  risk 
sharing  participation  of  the  managed  care  health  plan.  Community  health  centers  associated  with 
the  plan  are  taking  on  portions  of  the  risk  themselves  to  share  in  more  of  the  profit  to  use  in  support 
of  the  uninsured. 

Community  health  centers  are  working  with  public  entities  that  are  managing  the  costs  of  the 
uninsured.  Community  health  centers  are  partnering  with  county-based  managed  care  organizations 
to  provide  care  to  indigent  populations  while  receiving  reimbursements  for  services  rendered  from 
the  County.  Hillsborough  HealthCare  began  a  savings  of  millions  of  dollars  for  Hillsborough  County, 
Florida  in  1993.  This  county  based  managed  care  organization  manages  the  costs  and  care  of  the 
County's  indigent  population.  They  contract  with  community  health  centers,  hospitals  and  clinics 
within  the  county  to  provide  care  to  the  indigent.  They  are  currently  in  the  design  phase  of  a 
subsidized,  employer  based  product  for  the  working  poor 

Community  health  centers  are  also  partnering  with  other  safety  net  providers  that  receive  direct 
grant  money  for  services  to  uninsured  populations.  By  working  in  concert  with  each  other, 
community  health  centers  are  better  able  to  provide  comprehensive  care,  with  as  strong  an 
emphasis  on  prevention  as  on  treating  existing  problems.  For  example,  hospitals  are  working  with 
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community  health  centers  to  fund  prenatal  care  services  for  uninsured  pregnant  immigrants  to 
ensure  healthy  low-cost  hospital  deliveries  for  these  women. 

Community  health  centers  are  participating  in  greater  numbers  of  private  insurance  plans  and 
managed  care  contracts  than  ever  before.  This  allows  community  health  centers  to  accept  patients 
from  a  variety  of  income-levels,  and  to  receive  various  levels  of  reimbursement  for  services 
rendered.  Community  health  centers  are  working  nationwide  to  assess  their  strengths,  and  market 
their  services  to  the  communities  with  coverage  they  are  best  equipped  to  serve.  They  are 
increasing  their  efficiency,  refocusing  their  missions  and  continuing  to  evaluate  their  services, 
ensuring  their  relevance  and  their  place  as  providers  in  networks  of  insurance  providers. 

Community  health  centers  are  also  involved  in  public  policy  and  advocacy  work,  at  both  the  local 
and  national  levels.  Community  health  centers  are  advocating  the  increase  of  direct  funding  to 
providers  of  safety  net  services.  They  are  also  fighting  policies  that  currently  limit  community  health 
center  funding  for  the  uninsured,  such  as  policies  that  limit  coverage  to  new  and  undocumented 
immigrants.  The  California  Primary  Care  Association  constantly  works  at  the  state  and  federal 
levels  tp  secure  funding  and  advocate  for  increased  access  to  the  uninsured  served  by  community 
health  centers.  The  National  Association  of  Community  Health  Centers  is  currently  petitioning 
members  of  Congress  to  increase  direct  funding  to  community  health  centers.  They  have  gained 
the  support  of  62  Senators  and  170  House  members. 

Community  health  centers  are  joining  forces  to  look  at  and  develop  new  policy  and  practical  models 
to  ensure  access  to  health  care  for  those  who  would  otherwise  go  without.  LCDLR  and  AHS  are 
working  with  the  Community  Health  Center  Network  on  a  five  year,  Kellogg  Foundation  funded 
project  called  Community  Voices  to  increase  coverage  among  the  uninsured  in  Alameda  County, 
California.  The  project  will  review  existing  insurance  models  and  work  to  create  a  new ,  affordable 
and  attractive  coverage  option  for  the  uninsured.  The  Community  Voices  project  will  also  work  to 
affect  policy  that  will  support  increases  in  coverage  and  access  to  coverage  and  health  care  for  the 
low-income,  underserved  and  uninsured.  There  is  a  strong  focus  on  immigrant  access  to  coverage 
and  care  in  this  work  because  of  the  high  numbers  of  immigrants  in  the  county. 

V.  Recommendations 

All  of  these  actions  and  partnerships  support  the  community  health  center  focus  on  providing  care 
for  the  uninsured  by  finding  innovative  ways  to  stretch  available  resources.  A  lack  of  universal  health 
care  coverage  in  the  United  States  and  decreasing  federal  funds  directed  at  sustaining  safety  net 
health  care  providers  and  their  care  of  the  uninsured  means  that  providers  of  care  to  the  uninsured 
must  create  alternative  streams  of  funding.  Partnering  with  a  diverse  group  of  payor  sources  and 
accepting  a  broad  mix  of  clients  allow  community  health  centers  to  balance  the  costs  of  care  for  the 
uninsured  against  revenues  received  from  grant  funding  and  insured  clients.  Private  insurance  plans 
generate  revenues  for  community  health  centers  on  behalf  of  insured  patients,  and  private  managed 
care  organizations,  while  contributing  typically  less  than  is  spent  on  the  provision  of  care  for  the  low 
income  who  require  support  services  with  their  medical  care,  generate  some  revenue  which  helps 
sustain  work  on  behalf  of  the  uninsured.  Participation  in  Medicaid  managed  care  brings  in  dollars 
to  support  care  of  the  uninsured,  and  risk  sharing  ownership  of  managed  care  organizations  can 
generate  a  surplus  of  dollars  to  be  used  for  their  care.  Work  on  the  level  of  public  policy  and 
advocacy  leads  to  systemic  changes  and  improvements  in  the  ways  in  which  indigent  care  is  funded 
and  individuals  are  insured. 
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A.  Long  Term  Goals 

The  leadership  of  community  health  centers  must  closely  examine  existing  models  of  care  By 
identifying  the  best  practices  of  current  community  health  center  operations,  leaders  may  formulate 
far-reaching  policy  and  operations  statements  for  community  health  centers. 

Community  health  centers  must  continue  in  their  efforts  at  expansion  of  coverage.  As  noted  above 
partnerships  with  a  variety  of  public  and  private  sources  will  allow  community  health  centers  to 
expand  their  safety  net  of  coverage. 

Finally,  community  health  centers  must  continue  to  work  with  others  to  affect  policy  that  will  allow 
for  increased  coverage  and  direct  funding  of  safety  net  providers.  Community  health  centers  must 
ensure  that  care  for  the  uninsured  is  a  priority  on  both  the  local  and  federal  level.  It  is  only  through 
systemic  changes  in  the  ways  in  which  health  insurance  is  provided  in  this  country  that  community 
health  centers  will  be  able  to  maintain  services  for  indigent  populations  over  the  long-term. 

B.  Immediate  Work 

Community  health  centers  must  stay  actively  engaged  in  current  policy  debates  affecting  private 
health  insurance,  health  care  delivery  systems  and  direct  funding,  as  well  as  public  insurance 
coverage.  Community  health  centers  must  also  keep  abreast  of  new  developments  in  managed 
care  systems.  Changes  in  policy  affecting  the  uninsured  are  happening  constantly.  In  order  to  have 
an  impact  on  these  policy  changes,  community  health  centers  must  ensure  that  they  are  at  the  table 
when  decisions  are  made.  It  is  thus  crucial  for  the  leadership  of  community  health  centers  to  play 
an  active,  vocal  role  in  policy  debates. 

The  developments  over  the  past  few  years  in  funding  and  coverage  plans  have  made  it  clear  that 
the  future  of  health  care  relies  in  large  part  on  their  participation  in  managed  care  organizations. 
Community  Health  Centers  must  therefore  constantly  work  to  expand  their  participation  in  these 
systems  of  care,  be  they  publicly  or  privately  funded.  This  will  enable  them  to  better  manage  the 
costs  and  care  of  the  uninsured,  ensuring  the  availability  of  linguistically,  culturally,  and 
geographically  accessible  health  care  for  the  uninsured.  Creation  of  and  participation  in  managed 
care  organizations  is  an  essential  strategy  in  ensuring  the  future  of  safety  net  funding  and  essential 
care  for  the  uninsured. 
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Appendix 

Resource  Matrix  of  Other  Work  In  These  Areas 


I.  The  Uninsured  1 

II.  Immigrants  and  Health  Care  3 

III.  Private  and  Public  Insurance  Reform:  Review  and  Recommendations  5 

IV.  Research  and  Innovations  to  Increase  Coverage  7 

V.  Work  and  Health  Initiatives  10 


L  THE  UNINSURED 

Or< 

ganization/  Foundation/ Journal 

Mission/  Related  Goal 

Research/  Reports/  Publications 

01 

Assessing  the  New  Federalism 
http://newfederalism.urban.org 
is  a  joint  effort  of: 

Child  Trends,  Inc. 

4301  Connecticut  Avenue,  NW 

Washington,  D.C.  20008 

202.362.5580  voice 

202.362.5533  fax 

http://www.childtrends.org 

and 

The  Urban  Institute 
2100  M  Street,  NW 
Washington,  DC  20037 
202.833.7200  voice 
202.429.0687-fax 
http://www.urban.org 

Assessing  the  New  Federalism  is  a  multi- 
year  project  designed  to  analyze  the 
devolution  of  responsibility  for  social 
programs  from  the  federal  government  to 
the  states,  focusing  primarily  on  health 
care,  income,  security,  job  training  and 
social  services. 

Child  Trends  is  a  non-profit,  non-partisan 
research  organization  studying  changes  in 
family  well-being. 

The  Urban  Institute's  goals  are  to  sharpen 
thinking  about  society's  problems  and 
efforts  to  solve  them,  improve  government 
decisions  and  their  implementation,  and 
increase  citizens'  awareness  about 
important  public  choices. 

L.  Lewis,  M.  Ellwood,  and  J.  Czajka.  Counting  the 
Uninsured:  A  Review  of  the  Literature,  July  1998. 

J.  Holahan,  J.  Weiner,  S.  Wallin.  Health  Policy  for 
the  Low-Income  Population:  Major  Findings  from  the 
Assessing  the  New  Federalism  Case  Studies, 
November  1998. 

F.  Ullman.  Health  Policy  for  Low-Income  People  in 
Georgia,  December  1 998. 

J.  Meyer,  S.  Anthony.  Health  Policy  for  Low-Income 
People  in  Illinois,  December  1998. 

T.  Coughlin,  J.  Wiener,  J.  Marsteller,  D.  Lipson,  D. 
Stevenson,  S.  Wallin.  Health  Policy  for  Low-Income 
People  in  Wisconsin,  December  1 998. 

S.  Anthony,  J.  Meyer.  Health  Policy  for  Low-Income 
People  in  Missouri,  January  1999. 

S.  Ruhe.  Federal  Budget  Rules:  How  the  Basics 
Apply  to  Low-Income  Programs,  January  1999. 

02 

California  Health  Care  Foundation  (CHCF) 

476  Ninth  Street 

Oakland,  California  94607 

510.  238.1040  voice 

510.238.1388  fax 

http://www.chcf.org 

CHCF  is  a  nonprofit,  philanthropic 
organization  whose  mission  is  to  expand 
access  to  affordable,  quality  health  care  for 
underserved  individuals  and  communities, 
and  to  promote  fundamental  improvements 
in  the  health  status  of  the  people  of 
California. 

California  Healthline,  A  News  Service  of  the 
California  HealthCare  Foundation,  published  by 
National  Journal  Group  Inc.  Copyright  1 999 
customer  service  1-800-818-2243 

D.  Lipson,  D.  Campion,  M.  Birnbaum.  Approaches 
for  Providing/Financing  Health  Care  for  the 
Uninsured:  An  Assessment  of  State  Options  and 
Experiences,  August  1 997. 

E.  Brown,  R.  Wyn,  R.  Levan.  The  Uninsured  in 
California:  Causes,  Consequences,  and  Solution, 
September  1997. 

California's  Uninsured,  www.chcf.org/02.cfm 

03 

Center  for  Budget  and  Policy  Priorities 
(CBPP) 

820  First  Street,  NE,  Suite  510 

Washington,  DC  20002 

202.408.1080  voice 
ono  vino  1  rvcc  f-,*y 

http://www.cbpp.org 

The  CBPP  is  a  nonpartisan  research 
organization  and  policy  institute  that 
conducts  research  and  analysis  on  a  range 
of  government  policies  and  programs,  with 
an  emphasis  on  those  affecting  low-  and 
moderate-income  people. 

S.  Parrott.  Welfare  Recipients  Who  Find  Jobs:  What 
Do  We  Know  About  Their  Employment  and 
Earnings,  November  16, 1998. 
http://www.cbpp.0rg/1 1  -1 6-98well.htm 

04 

Children  Now 

1212  Broadway,  Suite  530 

Oakland,  CA  94612 

51 0.763.2444  voice 

51 0.763.1 974  fax 

http://www.childrennow.org 

Children  Now  uses  research  and  mass 
communications  to  make  the  well  being  of 
children  a  top  priority  across  the  nation. 

California  County  Data  Book,  1997.  available  online. 
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05 

The  Commonwealth  Fund 
1  East  75th  Street 
New  York,  NY  10021-2692 
212.535.0400  voice 
212.606.3500  fax 
http://www.cmwf.org 

A  philanthropic  foundation,  with  a  broad 
charge  to  enhance  the  common  good, 
carries  out  this  mandate  through  its  efforts 
to  help  Americans  live  healthy  and 
productive  lives  and  to  assist  specific 
groups  with  serious  and  neglected 
problems.  The  Fund's  current  four  national 
program  areas  are  improving  health  care 
services,  bettering  the  health  of  minority 

Ampriran^i  aHvanr'inn  thp  wpll-hoinn  r\f 
1110100110,  au vai  iisii  iu  ii  ic  vvcn  ucntu  ui 

elderly  people,  and  developing  the 
capacities  of  children  and  young  people. 

D.  Sandman.  Caring  for  the  Uninsured:  The  Urban 
Dilemma,  March  1998. 

D.  Sandman,  C.  Scan,  C.  Des  Roches,  and  M. 
Makonnen.  The  Commonwealth  Fund  Survey  of 
Health  Care  in  New  York  City,  February  1998. 

C.  Schoen,  B.  Lyons,  D.  Rowland,  K.  Davis,  and  E. 
Puleo.  Insurance  Matters  for  Low-Income  Adults: 
Results  from  a  Five-State  Survey.  Health  Affairs, 
September/October  1997.  with  support  from  the 
Henry  J.  Kaiser  Family  Fund. 

Kaiser/Commonwealth  Five-State  Low-Income 
Survey,  1995-1996.  with  support  from  the  Henry  J. 
Kaiser  Family  Fund. 

06 

The  Health  Insurance  Policy  Program 
(HIPP),  http://www.work-and-health.org/hipp 
is  a  joint  effort  of  the: 

Center  for  Health  and  Public  Policy  Studies, 
UC,  Berkeley,  140  Warren  Hall  #7360, 
Berkeley,  CA  94720-7360 
510.643.1675  voice 
51 0.643.2340  fax 
and 

UCLA  Center  for  Health  Policy  Research, 
(See  I.08) 

HIPP  is  funded  by  a  grant  from  The 
California  Wellness  Foundation  as  part  of  its 
Work  and  Health  Initiative  fo  support  the 
development  of  state  policy  to  increase 
access  to  health  insurance  for  employees 
ana  ineir  aepenuenis  inai  is  noi  only 
affordable,  but  is  comprehensive  and 
emphasizes  the  promotion  of  health  and  the 
prevention  of  disease. 

H.H.  Schauffler,  E.  R.  Brown,  T.  Rice,  The  State  of 
Health  Insurance  in  California,  1996  ,  January  1997. 

H.H.  Schauffler,  E.  R.  Brown,  T.  Rice,  The  State  of 
Health  Insurance  in  California,  1998,  January  1999. 

07 

Thp  Hpnrv  I  Ka.Qpr  Fni  inrlatinn 

i  i  ic  i  ici  1 1  y  j .  r\CHoCI  rUUMUaUUIl 

2400  Sand  Hill  Road 

Menlo  Park,  CA  94025 

415.  854.9400  voice 

800.  656.4533  Publication  Information 

http://www.kff.org 

The  Foundation's  work  is  focused  on  four 
main  areas:  health  policy,  reproductive 
health,  HIV  policy,  and  health  and 
development  in  South  Africa.  The 
Foundation  also  maintains  a  special  interest 
in  health  policy  and  innovation  in  its  home 
state  of  California. 

C.  Hoffman,  Uninsured  In  America:  A  Chart  Book: 
Medicaid  and  the  Uninsured,  June  1998. 

Uninsured  Facts:  The  Uninsured  and  Their  Access 
to  Health  Care,  July  1 998. 

08 

uvlm  uci  iiei  iui  ncaiui  r  uucy  ncbcarcn 
Box  951772 

Los  Angeles,  CA  90095-1 772 
310.825.5491  voice 
310.825.5960  fax 
http://www.ph.ucla.edu/chpr/ 

i  ne  uula  uenter  tor  neaitn  roiicy 
Research  is  sponsored  by  the  UCLA  School 
of  Public  Health  and  Social  Research.  The 
Center  receives  major  funding  from  The 
California  Wellness  Foundation. 

E.R.  Brown,  R.Wyn,  R.  Levan,  The  Uninsured  in 
California:  Causes,  Consequences,  and  Solutions, 
September  1997. 

E.R.  Brown,  N.Pourat,  R.  Wyn,  B.  Solis,  38%  of 
California's  Nonelderiy  Latino's  Are  Uninsured, 
August  1997. 

09 

United  States  General  Accounting  Office 
441  G  Street,  NW 
Washington,  DC  20548 
http://www.gao.gov 

The  GAO  is  the  investigative  arm  of 
Congress,  charged  with  examining  matters 
relating  to  the  receipt  and  disbursement  of 
public  funds. 

Report  fo  Congressional  Requesters 

Hispanic  Access  to  Health  Care  Significant  Gaps 
Exist,  January  1992. 
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II. 

IMMIGRANTS  AND  HEALTH  CARE 

Org 

anization/  Foundation/  Journal 

Mission/  Related  Goal 

Research/  Reports/  Publications/ 

01 

Assessing  the  New  Federalism 
(See  1.01) 

(See  1.01) 

M.  Ellwood  and  L.  Ku.  Welfare  and  Immigration 
Reforms:  Unintended  Side  Effects  for  Medicaid. 

http://newfederalism.urban.org/html/health_policy/html 

02 

California  Immigrant  Welfare  Collaborative 

c/o  National  Immigration  Law  Center 

1102  S.  Crenshaw  Boulevard,  Suite  101 
Los  Angeles,  CA  9001 9 

213.938.6452  voice 

213.964.7940  fax 

http://www.pic.org/resx/CIWC.htm 

The  California  Immigrant  Welfare 
Collaborative  (CIWC)  is  a  joint  project  of 
the  Asian  Pacific  American  Legal  Center 
(APALC),  the  Coalition  for  Humane 
Immigrant  Rights  of  Los  Angeles 
(CHIRLA),  the  National  Immigration  Law 
Center  (NILC),  and  the  Northern  California 
Coalition  for  Immigrant  Rights  (NCCIR).  In 
pooling  resources  for  a  statewide 
response  to  the  welfare  law  challenge,  we 
will  work  in  three  program  areas:  policy 
analysis  and  advocacy,  training  of  service 
providers,  and  community  education. 

Immigrants  and  'Public  Charge',  When  is  it  Safe  to 
Use  Public  Benefits,  Fall  1 998. 

Immigrant  Rights'  Update  newsletter,  subscribe  online. 

Training  and  Outreach  to  Service  Providers:  Trainings 
and  Train  the  Trainer  Trainings,  register  online. 

03 

Center  for  Budget  and  Policy  Priorities 
(CBPP) 

820  First  Street,  NE,  Suite  510 
Washington,  DC  20002 
202.408.1080  voice 

http://www.cbpp.org 

The  CBPP  is  a  nonpartisan  research 
organization  and  policy  institute  that 
conducts  research  and  analysis  on  a 
range  of  government  policies  and 
programs,  with  an  emphasis  on  those 
affecting  low-  and  moderate-income 
people. 

D.A.  Super  and  J.  Daskal,  States  and  Legal 
Immigrants:  Does  a  Block  Grant  Make  Sense?  April 
30,  1997. 

C.  Schlosberg,  Not-qualified  Immigrants'  Access  to 
Public  Health  and  Emergency  Services  After  the 
Welfare  Law,  January  12, 1998. 

04 

Equal  Rights  Advocates 
1663  Mission  Street,  Suite  550 
San  Francisco,  CA  94103 
415.621 .0672  voice 
41 5.621 .6744  fax 
info@equalrights.org 

Equal  Rights  Advocates  is  dedicated  to 
ending  discrimination  against  women  and 
girls  through  litigation,  legislative 
advocacy,  public  education,  and  advice 
and  counseling. 

From  War  on  Poverty  to  War  on  Welfare:  The  Impact 
of  Welfare  Reform  on  the  Lives  of  Immigrant  Women. 
http://www.equalrights.org 

05 

Families  U.S.A. 
1334  G  St.  NW 
Washington,  DC  20005 

202.628.3030  voice 
202.347.2417  fax 
http://www.familiesusa.org 

Families  USA  is  a  national  nonprofit,  non- 
partisan organization  dedicated  to  the 
achievement  of  high-quality,  affordable 
health  and  long-term  care  for  all 
Americans. 

Immigrants  and  the  Medicaid  and  CHIP  Programs, 
February  1999.  http://familiesusa.org/medicaid.htm 

Immigrants  and  the  Medicaid  and  CHIP  Programs: 
Public  Charge  Guidance  Released,  May  28  1999. 
http://familiesusa.or/medicaid.htm 

06 

Health  Care  For  All 
30  Winter  Street  Suite  1010 
Boston,  MA  02108 
617.350.7279  voice 
617.350.7545  fax 
617.350.0974  TDD/TTY 

http://www.hcfa.org 

Health  Care  For  All  is  building  a 
movement  of  empowered  people  and 
communities  with  the  goal  of  creating  a 
health  care  system  that  is  responsive  to 
the  needs  of  all  people,  particularly  the 
most  vulnerable.  Health  Care  For  All  is 
dedicated  to  making  quality  health  care  a 
right  of  all  people. 

Immigrant  Friendly  Services  at  NEMC, 
http://www.hfca.org/lmmigrant/IFI.html 

Immigrant  Friendly  Services  at  Beth  Israel  Deaconess 
Medical  Center,  http://www.hcfa.org/lmmigrant/bi.htm 

07 

Insure  the  Uninsured  (ITUP) 
Law  Offices  of  Lucien  Wulsin,  Jr. 
31 0.458.0353  voice 
http://www.wo  rk-and- 
health.org/itup/workgroup.html 

ITUP's  mission  is  to  assist  interested 
parties  in  increasing  their  efforts  to  cover 
California's  7  million  uninsured.  Their 
efforts  are  funded  by  a  grant  from  the 
California  Wellness  Foundation. 

Private  Approaches  to  Covering  Care  for  Immigrant 
Communities.  Available  online. 
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08 

Latino  Issues  Forum  (LIF) 
785  Market  Street,  Third  Floor 
San  Francisco,  CA  94103 
415.284.7220  voice 
http://www.lif.org 
lifcentral@lif.org 

Latino  Issues  Forum  (LIF)  is  a  non-profit 
public  policy  and  advocacy  institute 
dedicated  to  advancing  new  and 
innovative  public  policy  solutions  for  a 
better,  more  equitable  and  prosperous 
society. 

C.  Gaytan,  J.  Atilio  Hernandez.  Beyond  a  Culture  of 
Fear:  How  Welfare  Reform  has  Failed  Immigrants  and 
Public  Health  in  California,  January  1999. 

09 

National  Health  Law  Program  (NHeLP) 

225  Bush  Street,  Suite  755 

San  Francisco,  CA  94104 

Phone  415.732.5750 

Fax  415.732.7053 

http://www.nhelp.org 

The  National  Health  Law  Program  is  a 
national  public  interest  law  firm  that  seeks 
to  improve  health  care  for  America's 
working  and  unemployed  poor,  minorities, 
the  elderly  and  people  with  disabilities. 

C.  Schlosber  and  D.  Wiley,  The  Impact  of  INS  Public 
Charge  Determinations  on  Immigrant  Access  to  Health 
Care,  May  22, 1998. 

http://www.nhelp.org/publiccharge.html 

10 

National  Immigration  Law  Center  (NILC) 
3435  Wilshire  Blvd.,  Suite  2850 
Los  Angeles,  California  90010 
213.639.3900  voice 
213.639.3911  fax 

NILC's  purpose  is  to  protect  and  promote 
the  rights  of  low  income  immigrants  and 
their  family  members. 

California  Immigrant  Welfare  Collaborative  (CIWC  ) 
working  in  policy  analysis  and  advocacy,  technical 
assistance  and  trainings  to  service  providers,  and 
community  education  and  outreach.  California  Update, 
examines  the  latest  developments  in  California 
regarding  immigrants  and  welfare. 

11 

The  Tomas  Rivera  Policy  Institute 

241  East  Eleventh  Street 
Steele  Hall,  Third  Floor 
Claremont,  CA  91711-6194 

909.621 .8897  voice 

909.621 .8898  fax 
http://www.cgu.edu/inst/trpi/ 

The  Tomas  Rivera  Policy  Institute  is 
dedicated  to  conducting  timely  and 
objective  policy-relevant  research  on 
issues  of  concern  to  the  nation's  Latino 
communities. 

Voices  of  the  Unheard-The  Impact  of  Welfare  Reform 
on  California's  Immigrant  Population, 
http://www.cgu.edu/inst/TRPI~1  .html 

12 

The  Urban  Institute 
(See  1.01) 

(See  1.01) 

M.  Fix  and  J.S.  Passel.  Trends  in  Noncitizens'  and 
Citizens'  Use  of  Public  Benefits  Following  Welfare 
Reform:  1994-97,  March  1999. 
http://urban.org/immigArends.html 

L.  Ku  and  B.  Kessler.  The  Number  and  Cost  of 
Immigrants  on  Medicaid:  National  and  State  Estimates, 
December  1 997. 
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HI.  PRIVATE  AND  PUBLIC  INSURANCE  REFORM:  REVIEWS  AND  RECOMMENDATIONS 

Or 

ganization/  Foundation  /  Journal 

Mission/  Related  Goal 

Research/  Reports/  Publications 

01 

Assessing  the  New  Federalism 
(See  1.01) 

(See  1.01) 

S.  Brauner  and  P.  Loprest.  Where  are  They  Now?  What 
States'  Studies  of  People  Who  Left  Welfare  Tell  Us  May 
1999. 

http://newfederalism.urban.org/html/health_policy.html 

J.A.  Marsteller,  L.M.  Nichols,  A.  Badawi,  B.  Kessler,  S. 
Zuckerman  and  S.  Rajan.  Variations  in  the  Uninsured: 
State  and  County  Level  Analyses,  June  1 998. 
http://urban.org/health/variatfr.htm 

02 

California  Center  for  Health  Improvement 
1321  Garden  Highway,  Suite  210 
Sacramento,  CA  95833-9755 
916.646.2149  voice 
916.646.2151  fax 
http://www.policymatters.org 

*- 

CCHI  is  committed  to  improving  the  health  of 
the  public  by  disseminating  objective, 
accurate  and  easily  understood  information 
about  community  health  and  healthcare 
issues  and  policies  to  wide  and  diverse 
audiences.  Through  its  publications  and 
technical  assistance,  it  strives  to  stimulate 
thoughtful  dialogue,  increase  participation, 
and  enable  informed  policy-making  to 
improve  the  public's  health. 

Welfare  Reform  Imminrant^  anri  Health-  Pnli*-u 
vv*inaiu                 it  i  ti  t  nyi  a  it  io  aliu  ntiallll.  r  Olicy 

Considerations 

03 

Center  for  Studying  Health  System 
Change 

600  Maryland  Avenue  SW,  Suite  550 
550Washington,  DC  20024  -251 2 
202.484.5261  voice 
202.484.9258  fax 
http://www.hschange.com 

The  Center's  mission  is  to  inform  public  and 
private  sector  decision  makers  in  health  care 
through  the  development  and  dissemination 
of  sound,  objective  information  on  the  nature 
of  change  in  the  health  care  system  and  its 
effects  on  people. 

P.  Cunningham.  Variations  in  Access  for  Uninsured 
Persons:  Results  From  the  Community  Tracking  Study, 
Presentation  APHA  1998  National  Conference, 
Washington  D.C. 

Charting  Change:  A  Longitudinal  Look  at  the  American 
Health  System,  1 997  Annual  Report. 

04 

Center  on  Budget  and  Policy  Priorities 
(See  1. 03) 

(See  1. 03) 

D.  A.  Super,  S.  Parrott,  S.  Steinmetz,  and  C.  Mann,  The 
New  Welfare  Law-Summary,  8/13/1996. 

Reinvesting  Welfare  Savings:  Aiding  Needy  Families  and 
Strengthening  State  Welfare  Reform,  3/  30/1998. 

05 

Children's  Defense  Fund 
25  E  Street  NW 
Washington,  DC  20001 
202.628.8787  voice 
www.childrensdefense.org 

The  Children's  Defense  Fund's  mission  is  to 
'Leave  No  Child  Behind',  to  ensure  every 
child  a  Healthy  Start,  a  Head  Start,  a  Fair 
Start,  and  a  Moral  Start  in  life  and  successful 
passage  into  adulthood  with  the  help  of 
caring  families  and  communities. 

Progress  Report:  Implementing  the  State  Children's 
Health  Insurance  Program  (CHIP),  Healthy  Start,  (1998). 

Children  in  the  States:  1998  California  Profile,  (April  28, 
1998). 

06 

The  Commonwealth  Foundation 

(See  I  051 

(See  1. 05) 

K.  Davis.  The  Nation's  Health  Care  Safety  Net:  The 
Leadership  Challenge  for  Health  Philanthropy.  Based  on 
a  speech  at  the  Grantmakers  in  Health  1 996  national 
Meeting  on  Health  &  Human  Services  Philanthropy, 
February  1 996, 

P.  Feld,  C.  Matlock  (Global  Strategy  Group,  Inc.),  D. 
Sandman  (The  Commonwealth  Fund).  Insuring  the 

flhtlriron  ftf  A/AM/  V/'lW/'  /""V^l/'c-  /  AMI  Inr*  s\ma  iZumtltAC''  C/y  ic* 
\silllUIGI!  Ul  /VCW  TUII\  Wl/o  L-UW-inOOITlG  f^amillGS.  ~QCl/o 

Group  Findings  on  Barriers  to  Enrollment  in  Medicaid  and 
Child  Health  Plus,  December  1 998. 

07 

Equal  Rights  Advocates 
1663  Mission  Street,  Suite  550 
San  Francisco,  CA  94103 
41 5.621 .0672  voice 
415.621.6744  fax 
info@equalrights.org 

Equal  Rights  Advocates  is  dedicated  to 
ending  discrimination  against  women  and 
girls  through  litigation,  legislative  advocacy, 
public  education,  and  advice  and  counseling. 

From  War  on  Poverty  to  War  on  Welfare:  The  Impact  of 
Welfare  Reform  on  the  Lives  of  Immigrant  Women. 
http://www.equalrights.org 
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08 

Families  U.S.A. 
(See  II.05) 

(See  1 1. 05  ) 

Losing  Insurance:  The  Unintended  Cosequences  of 
Welfare  Reform,  May  1999. 
http://www.familiesusa.org/newrel.htm 

Children's  Health  Campaign.  State  Children's  Health 
Insurance  Program:  Resources  for  Advocates,  June  1998 

09 

Mathematica  Policy  Research,  Inc. 
600  Maryland  Ave.,  SW,  Suite  550 
Washington,  DC  20024-2512 
202.484.9220  voice 
202.863.1763  fax 
http://www.mathematica-mpr.org 

Mathematica  Policy  Research,  Inc.,  is  a 
leader  in  policy  research  and  analysis.  Its 
studies,  which  crisscross  the  human  life 
span  from  children's  health  and  welfare  to 
long-term  care  for  elderly  people,  provide  a 
sound  foundation  for  decisions  that  affect  the 
well-being  of  Americans. 

Kaiser/Commonwealth  Low-Income  Coverage  and 
Access  Project  Papers  found  on  their  website: 

A  Case  Study  of  Managed  Care  in  Oregon,  July  1995. 

Managed  Care  and  Low-Income  Populations:  A  Case 
Study  of  Managed  Care  in  Oregon,  January  1997. 

10 

National  Association  of  Child  Advocates 
(NACA) 

1522  K.  Street,  NW,  Suite  600 
Washington,  DC  20005 
202.289.0777  ext.  203  voice 
202.289.0776  fax 
http://www.childadvocacy.org 

NACA's  mission  is  to  improve  the  lives  and 
living  conditions  of  children  by  strengthening 
child  advocacy  organizations  in  states  and 
communities. 

S.A.  Brady,  One  In  Ten:  Protecting  Children's  Access  to 
Federal  Public  Benefits  Under  the  New  Welfare  and 
Immigration  Laws,  April  1 998. 

11 

National  Association  of  Community  Health 

Centers,  Inc.  (NAHC) 

1330  New  Hampshire  Avenue,  NW  122 

Washington,  DC  20036 

202.659.8008  voice 

202.659.851 9  fax 

http://www.nahc.com 

NACHC's  mission  i<;  tn  nrnmntp  thp 
provision  of  high  quality,  comprehensive 
health  care  that  is  accessible,  coordinated, 
culturally  and  linguistically  competent,  and 
community  directed,  for  ail  medically 
underserved  populations. 

See  Publications  List  at 

http://www.nahc.org/NAHC/CaringComm/publist.html 

12 

New  York  Academy  of  Medicine  (NYAM) 

1216  Fifth  Avenue 

New  York,  New  York  1 0029 

21 2.822.7200  voice 

212.722.7650  fax 

http://nyam.org 

The  New  York  Academy  of  Medicine, 
founded  in  1 847,  is  an  independent,  non- 
profit organization  dedicated  to  enhancing 
the  health  of  the  public,  and  in  particular  to 
addressing  the  needs  of  urban  populations. 

Bradford  H.  Gray.  "Conversion  of  HMOs  and  Hospitals: 
What's  at  Stake?"  Health  Affairs  16:2,  March/April  1997. 

Bradford  H.  Gray.  "Hospital  Ownership  Form  and  the 
Care  of  the  Uninsured."  In  The  Future  U.S.  Health  Care 
System:  Who  Will  Care  for  the  Poor  and  Uninsured. 

Stuart  Altman   1  l\A/a  Painh^rHi           Ainmn^n  pl;.  ij_ 

oiuaii  Miuiidri,  uwe  r\emnarui,  ana  Alexandra  ohields 
eds.  Chicago:  Health  Administration  Press.  1 998. 

Bradford  H.  Gray.  "Measuring  the  Impact  of  Non-Profit 
Health  Care  Organizations."  Measuring  the  Impact  of  the 
Nonprofit  Sector  on  Society.  Patrice  Flynn  and  Virginia 
Hodgkinson,  eds.  Forthcoming. 

13 

UCLA  Center  for  Health  Policy  Research 
(See  I.08) 

(See  1. 08) 

Steven  P.  Wallace,  Welfare  Reform  Could  Add  25,000 
Uninusured  L.A.  County  Residents  Per  Year,  Policy  Brief, 
August  1997. 

14 

Urban  Institute 
(See  1.01) 

(See  1.01) 

M.  R.  Ellewood,  and  Leighton  Ku,  Welfare  and 
Immigration  Reforms:  Unintended  Side  Effects  for 
Medicaid.  Health  Affairs  5/6/1998. 

15 

Welfare  Policy  Research  Project  (WPRP) 

California  Policy  Research  Center 

1950  Addison  Street,  #202 

Berkeley,  CA  94704 

510.643.7060  voice 

510.642.8793  fax 

http:welfarepolicy-ca.org 

WPRP  is  charged  to  undertake  a  variety  of 
tasks  to  help  monitor  and  evaluate  the 
implementation  of  the  California  Work 
Opportunity  and  Responsibility  for  Kids 
(CalWORKs)  program  and  other  relevant 
welfare  policies  and  programs. 

Current  efforts  fnru^  nn  thp  fnllnwinn  ar^c  nf  \*tnr\s- 

wi  i  i—i  ii  \ti  iui  to  iuv/uo  vi  i  ii  ic  iuiiuvvh  iy  di  cdo  Ul  WUlft. 

Research  Grants  Program 

California  Census  Research  Data  Center 

California  Welfare  Research  Database 

Policymaker  Forums 

Data  Archiving 

Outreach       See  http://www.welfarepolicy-ca.org 

La  Clinica  de  La  Raza-  Fruitvale  Health  Project,  Inc. 


Resource  Matrix  Page  6 


IV.  RESEARCH  AND  INNOVATIONS  TO  INCREASE  COVERAGE 

Oi 

■ganization/  Foundation  /  Journal 

Mission/  Related  Goal 

Research/  Reports/  Publications 

01 

Assessing  the  New  Federalism 
(See  1.01) 

(See  1.01) 

S.  A.  Norton  and  D.  J.  Lipson.  Portraits  of  the  Safety 
Net:  The  Market,  Policy,  Environment,  and  Safety  Net 
Response,  November  1998. 

02 

Access  Project 

30  Winter  Street,  Suite  930 

Boston,  MA  02108 

617.654.9911  voice 

61 7.654.9922  fax 

http://www.accessproject.org 

The  Access  Project  seeks  to  improve  the 
health  of  our  nation  by  assisting  local 
communities  in  developing  and  sustaining 
efforts  that  promote  health  access  with  a 
focus  on  people  who  are  without  insurance. 

4  conferences  held  in  4th  quarter  of  1998.  A  California 
Conference  is  slated  for  the  spring.  Conference 
information  will  be  available  in  1999. 

03 

The  Actors'  Fund  of  America 

729  Seventh  Avenue,  10th  Floor 
New  York,  New  York  1 001 9 
212.221.7300 
212.764.0238 
http://www.actorsfund.org 

The  Actors'  Fund's  mission  is  to  advance, 
foster  and  benefit  the  welfare  of  all 
professionals  in  the  entertainment 
community  who  are  in  need  of  help, 
ensuring  that  these  efforts  are 
accomplished  with  compassion, 
confidentiality  and  preservation  of  dignity 
for  the  individuals  concerned. 

Artists'  Health  Insurance  Resource  Center. 
http://www.actorsfund.org/ahirc 

04 

Alameda  Alliance  for  Health 
1 850  Fairway  Drive 
San  Leandro,  CA  94577 
51 0.865.9355  voice 
510.483.0566  fax 

The  first  and  only  health  care  plan 
developed  to  meet  the  needs  of  Alameda 
County.  The  Alliance  staff  is  dedicated  to 
changing  the  way  Medi-Cal  delivers  health 
care. 

Creating  a  new,  low-cost,  individual  commercial  plan 
for  Healthy  Families  client  family  members  and 
immigrants  of  unknown  documentation  status,  still  in 
development. 

05 

The  Alpha  Center 

1350  Connecticut  Avenue,  NW, 

Suite  1100 

Washington,  DC,  20036 
202.296.1818  voice 
http://www.alphacenter.org 

The  Alpha  Center  is  a  nonprofit  agency  that 
provides  a  full  range  of  services  to  women 
and  men  involved  in  an  unplanned 
pregnancy.  Our  goal  is  to  provide  positive 
alternatives  with  practical  support. 

Approaches  for  Providing/Financing  health  care  for  the 
Uninsured:  An  Assessment  of  state  Options  and 
Experiences.  1 997. 

06 

The  California  Health  Care  Foundation 
(See  1.02) 

(See  I.02) 

Approaches  For  Providing/Financing  Health  Care  for 
itits  uriinz>ureu.  nn  Mssessmeni  or  orare  upuons  and 
Experiences,  August  1 997. 

07 

The  California  Primary  Care  Association 
(CPCA) 

is  a  project  of  the  California  Primary  Care 
Association,  1201  K  Street,  Suite  1010, 
Sacramento,  CA  9581 4. 

916/440-8170  voice 

http://www.cpca.org 

CPCA's  mission  is  twofold  to  facilitate 
access  to  quality,  comprehensive,  and 
cost-effective  primary  health  care  services, 
particularly  for  traditionally  underserved 
populations  and  to  provide  a  forum  for 
primary  health  care  centers  within  the 
State. 

It's  Important!  -a  radio,  TV,  radio  and  print  campaign 
encouraging  Latinos  to  enroll  in  Medi-Cal  and  Healthy 
Families  and  advancing  Al  Gore's  clarification  that  use 
of  these  programs  will  not  bar  immigrants  from 
citizenship  or  put  them  at  risk  for  deportation. 

08 

Oclllcl  UH  DUUUcl  d[IU  rOIICy  rllOrHlcS 

(See  1. 03) 

(bee  I.UJ) 

Strengths  of  the  Safety-Net:  How  the  EITC,  Social 
Security,  and  Other  Government  Programs  Affect 
Poverty,  (March  9,1998). 

09 

Children  Now 

1212  Broadway,  Suite  530 

Oakland,  CA94612 

www.childrennow.org 

Voice:  510.763.2444 

Children  Now  uses  research  and  mass 
communications  to  make  the  well  being  of 
children  a  top  priority  across  the  nation. 

Reaching  100%  of  California's  Children  with  Affordable 
Health  Insurance:  A  Strategic  Audit  of  Activities  and 
Opportunities,  1998. 

Managed  Care  and  Early  Childhood  Development,  In 
Brief,  1998. 
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10 

Colorado  Access 

501  South  Cherry  Street,  Suite  700 
Denver,  Colorado  80222 
800.51 1.5010  voice 
303.333.7145 

To  operate  a  competitive  health  plan 
designed  to  improve  access  to  needed 
healthcare  for  all  of  our  enrollees. 

A  Managed  Medicaid  Organization  where  community 
health  centers  are  participating,  sharing  the  risks  and 
benefits  of  publicly  supported  managed  care  contracts. 

11 

The  Commonwealth  Fund 
(See  II.03) 

(See  II.03) 

P.  Feld,  C.  Matlock,  and  D.  Sandman.  Insuring  the 
Children  of  New  York  City's  Low-Income  Families: 
Focus  Group  Findings  on  Barriers  to  Enrollment  in 
Medicaid  and  Child  Health  Plus,  December  1 998. 

C.  Lesser,  K.  Duke,  and  H.  Luft.  Care  for  the 
Uninsured  and  Underserved  in  the  Age  of  Managed 
Care,  March  1997. 

Programs:  MinorityAmericans:  Bettering  theHealth  of 
Minority  Americans. 

http://cmwf.org/programs/minority/index.asp 

12 

Families  USA  Foundation 
(See  II.05) 

(See  1 1. 05) 

Good  Ideas  From  State  Plans:  State  Child  Health 
Plans  Provisions  That  Can  Benefit  Children,  April  27. 

13 

Health  Care  Financing  Review  (HCFR) 
Room  1-A-9  Oak  Meadows,  Building  6325 
Security  Boulevard 
Baltimore,  MD  21 207 
410.955.6572  voice 
410.966.6511  fax 

HCFR  seeks  to  contribute  to  an  improved 
understanding  of  the  Medicare  and 
Medicaid  programs  and  the  U.S.  health 
care  system  by  presenting  information  and 
analyses  on  a  broad  range  of  health  care 
financing  and  delivery  issues. 

T.  Henderson  and  A.  R.  Markus.  Medicaid  Managed 
Care:  How  Do  Community  Health  Centers  Fit?  Health 
Care  Financing  Review,  Vol  17.,  No.  4,  pp  135-142, 
Summer  1 996. 

14 

Institute  For  the  Future 

2744  Sand  Hill  Rnari 
Menlo  Park,  CA  94025 
41 5.854.6322  voice 
415.854.7850  fax 
www.iftf.org 

Institute  for  the  Future  is  a  nonprofit  applied 
research  and  consulting  firm  dedicated  to 
understanding  technological, 
environmental,  and  societal  changes,  and 
their  long-range  domestic  and  global 
consequences. 

The  History  of  California's  Health  Care:  The  Evolution 
of  the  Health  Safety  Net,  the  Rise  of  Managed  Care, 
and  the  Role  of  Public  Policy,  1 997. 

The  Future  of  California's  Health  Care:  Solving  the 
Safety  Net  Puzzle  in  the  New  California  Context, 
Global  Economy,  Diverse  Populations,  Managed  Care, 
and  fragmented  Public  Policy,  1 997. 

15 

Insure  the  Uninsured  (ITUP) 
(See  II.07) 

(See  1 1. 07) 

Lucien  Wulsin,  Jr.,  Sepi  Djavaheri,  Jan  Files,  and  Ari 
Shofet,  Clinics,  Counties  and  the  Uninsured,  February 
1999. 

L. Wulsin,  Jr.,  S.  Djavaheri,  A.  Shofet, Insure  the 
Uninsured  Conference  1 999,  Building  Coverage  for  the 
Millennium,  Conference  materials,  February  10,  1999. 

16 

National  Association  of  Community  Health 
Centers,  Inc. 
(See  111.11) 

(See  111.11) 

America's  Health  Centers:  The  Key  to  Health  Care 

^3fPACC    f-tanHfllit  h/lafarialc  A&l-IA  Corr/nn  -  A  M/ai/ 
ni/i/Coa,  naliuum  IVialcflal^.  r\irir\  06SS/0/7.  H  Way 

from  the  Marketplace,  November  18,  1988. 

America's  Health  Centers:  A  Report  on  the  Cost- 
Effectiveness  of  Health  Centers,  1995. 

Access  To  Community  Health  Care:  A  National  and 
State  Data  Book,  1998. 

17 

National  Conference  of  State  Legislatures 
44  N.  CaptiolStNW  #515 
Washington,  D.C.  20001 
http://www.ncsl.org 

The  National  Conference  of  State 
Legislatures  serves  the  legislators  and 
staffs  of  the  nation's  50  states,  its 
commonwealths  and  territories.  NCSL  is  a 
bipartisan  organization  with  three 
objectives:  to  improve  the  quality  and 
effectiveness  of  state  legislatures,  to  foster 
interstate  communication  and  cooperation, 
and  to  ensure  staes  a  strong,  cohesive 
voice  in  the  federal  system. 

Health  Policy  Tracking  Service.  Access  to  Primary 
Health  Care:  Tracking  the  States,  1998. 
http://www.hpts.org 
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18 

National  Health  Law  Program  (NheLP) 
(Sell.09)  ' 

(See  II.09) 

California  Health  Advocates'  Resources  List 
www.healthlaw.org/california.html 

19 

Office  of  Minority  and  Women's  Health 
Bureau  of  Primary  Health  Care,  Health 
Resources  and  Services  Administration 
4350  East-West  Highway  3rd  Floor 
Bethesda,  MD  200814 
301.594.4490  voice 
301 .594.0089  fax 

http://www.bphc.hrsa.dhhs.gov/omwh 

Models  That  \A/nri<-  idpntifip*;  miirr— -rfiri 
programs  for  the  delivery  of  primary  health 
care  to  underserved,  vulnerable 
populations. 

Models  That  Work  Compendium  of  Innovative  Primary 
Health  Care  Programs  for  Underserved  and  Vulnerable 
Popu/aft'ons,1996  and  1998  editions. 
MODELS@HRSA.SSW.DHHS 

Integrated  Service  Networks  and  Federally  Qualified 
Health  Centers,  Feb.  1 995. 

20 

Universal  Health  Care  Action  Network 
(UHCAN) 

2800  Euclid  Avenue,  Suite  520 
Cleveland,  OH  44115-2418 
800.634.4442  voice 
uhcan.org 

UHCAN  is  a  nationwide  network  of 
individuals  and  organizations,  both  local 
and  national,  committed  to  achieving  health 
care  for  all. 

Current  Reports  and  Contacts  from  all  states  with  a 
UHCAN  chapter,  1998  available  on  the  world  wide  web 
at  http://www.uchan.org 

21 

The  Robert  Wood  Johnson  Foundation 

Route  1  and  College  Road  East 

PO  Box  23 16 

Princeton,  NJ  08543-23 16 

609.452.8701  voice 

http://www.rwjf.org 

The  Robert  Wood  Johnson  Foundation's 
mission  is  to  improve  the  health  and  health  care 
of  all  Americans. 

Health  Care  for  the  Uninsured  Program: 
S.  Altman,  U.  Reinhardt,  A.  Shields.  The  Future  U.S. 
Healthcare  System:  Who  Will  Care  for  the  Poor  and 
Uninsured?  1 998. 

22 

The  Urban  Institute 
(See  1.01) 

(See  1.01) 

The  Welfare-to-Work  Grants  Program,  1 998. 
http://www.urban.org 

S    A    Mnrtnn    n     1    1  incnn    Pithlir*  Dnlim  h/lvrOar 

o.  r\.  ivuiiuii,  u.  o.  LlfJsun,  ruullL  rOIICy,  IvldrKei 

Forces,  and  the  Viability  of  Safety  Net  Providers,  1998. 
http://www.urban.org 

23 

U.S.  General  Accounting  Office 
(See  1. 09) 

(See  1.09) 

Community  Health  Centers-Challenges  in  Trasitioning 
to  Prepaid  Managed  Care.  Report  No.  GAO/HEHS-95- 
138,  May  1995. 
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V.  WORK  AND  HEALTH  INITIATIVES 

o 

rganization/  Foundation  /  Journal 

Mission/  Related  Goal 

Research/  Reports/  Publications/ 

01 

California  Health  Care  Foundation  (CHCF) 

476  Ninth  Street 

Oakland,  California  94607 

510.  238.1040  voice 

510.238.1388  fax 

www.chcf.org 

CHCF  is  a  nonprofit,  philanthropic 
organization  whose  mission  is  to  expand 
access  to  affordable,  quality  health  care 
for  underserved  individuals  and 
communities,  and  to  promote 
fundamental  improvements  in  the  health 
status  of  the  people  of  California. 

J.M.  Yegian,  T.C.  Buchmueller,  J.C.  Robinson, 
A.F.  Monroe,  Purchasing  Alliances  for  Small  Firms: 
Lessons  from  the  California  Experience  Report 
May  1998. 

02 

The  California  Wellness  Foundation 
6320  Canoga  Avenue,  Suite  1700 
Woodland  Hills,  CA  91367 
81 8.593.6600  voice 
http://www.tcwf.org 

The  Foundation's  mission  is  to  improve 
the  health  of  the  people  of  California  by 
making  grants  for  health  promotion, 
wellness  education  and  disease 
prevention. 

The  Health  Insurance  Policy  Program  (HIPP).  The 
Key  to  Increasing  Health  Insurance  in  California: 
Affordability  for  Working  Families,  February  1 998. 

Work  and  Health  Initiative  -  http://www.tcwf.org 

Health  Insurance  Initiative  -  http://www.tcwf.org 

03 

Children  Now 

1212  Broadway,  Suite  530 

Oakland,  CA  94612 

510.763.2444  voice 

http://www.childrennow.org 

Children  Now  uses  research  and  mass 
communications  to  make  the  well  being  of 
children  a  top  priority  across  the  nation. 

Working  Families  &  Their  Uninsured  Children:  A  Big 
Problem  With  An  Affordable  Solution, (April  3,  1998). 

04 

The  Commonwealth  Fund 
(See  1. 05) 

(See  I.05) 

M.J.  Beeuwkes  Buntin  and  J.  P.  Newhouse. 
Employer  Purchasing  Coalitions  and  Medicaid: 
Experiences  with  Risk  Adjustment,  July  1998. 

J.R.  Gabel,  K.A.  Junt,  and  K.  Hurst.  When 
Employers  Choose  Health  Plans  Do  NCQA 
Accredidation  and  Hedis  Data  Count?  September 
1998. 

A.G.  Hall,  K.S. Collins  and  S.  Glied.  Employer- 
Sponsored  Health  Insurance:  Implications  for 
Minority  Workers,  February  1999. 

C.  Schoen  and  K.  Davis.  Erosion  of  Employer- 
Sponsored  Health  Insurance  Coverage  and  Quality, 
September  1 998. 

C.  Schoen  and  E.  Puleo.  Low-Income  Working 
Families  at  Risk:  Uninsured  and  Underserved, 
March  1 998. 

05 

Health  Insurance  Association  of  America 
HIAA  Distribution  Center 
9050  Junction  Dr. 
Annapolis,  MD  20701 

800.828.01 1 1  voice 

301 .206.9789  fax 

The  Health  Insurance  Association  of 
America  (HIAA)  is  the  nation's  most 
influential  advocate  for  private,  market- 
based  health  care.  Its  269  member 
companies  provide  health,  long-term 
care,  supplemental,  and  disability-income 
coverage  to  1 1 5  million  people  -  one  out 
of  two  non-elderly  Americans. 

The  Insurance  Guide  for  Business  Owners. 
http://www.hiaa.org/consumerinfo/guidebo.html 

06 

The  Henry  J.  Kaiser  Family  Foundation 
2400  Sand  Hill  Road 
Menlo  Park,  CA  94025 
41 5.854.9400  voice 
http://www.hjkf.org 

The  Foundation's  work  is  focused  on  four 
main  areas:  health  policy,  reproductive 
health,  HIV  policy,  and  health  and 
development  in  South  Africa.  The 
Foundation  also  maintains  a  special 
interest  in  health  policy  and  innovation  in 
its  home  state  of  California. 

Self  Employed  and  Health  Insurance,  September 
1997. 

La  Clmica  de  La  Raza-  Fruitvale  Health  Project,  Inc. 
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07 

The  Robert  Wood  Johnson  Foundation 
(See  IV.  21) 

(See  IV.21) 

Working  Families  at  Risk:  Coverage,  Access, 
Costs,  and  Worries:  The  Kaiser/Commonwealth 
1997  National  Survey  of  Health  Insurance,  April 
1998.  with  the  Commonwealth  Fund 

08 

The  Urban  Institute 
(See  1.01) 

(See  1.01) 

L.  M.  Nichols,  L.  J.  Blumberg,  G.  P.  AcsCori,  E. 
Uccello  and  J.  A.  Marsteller.  Small  Employers:  Their 
Diversity  and  Health  Insurance,  June  1 997. 
http://www.urban.org/health/smemployers.htm 

La  Clinica  de  La  Raza-  Fruitvale  Health  Project,  Inc. 
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